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Newfoundland and Labrador Midwives Association 
(Chapters in Goose Bay and St. John's) 
Newsletter 11 
September 1999 
(International Year of the Older Person) 
This Newsletter contains a report of the General meeting held on August 27th. The new 
Constitution and Bylaws were approved. These had been marked "DRAFT" which can now be 
crossed out and dated August 27th, 1999. If you do not have a copy (with the revised March 
amendment) please let Pearl know. Other items are about midwifery in Canada, Europe and the 
world, with reports of the ICM Triennial Congress 
As is usual, the September Newsletter includes a list of some of the MUN Library 
acquisitions over the past year which may be of interest to our Members. 
Do you know the names of midwives who practised in this province, outside of the 
Grenfell area, prior to 1961? Please submit any information that you might have to the Editor. 
Thank you to those who provided contributions to this Newsletter. 
Items for the Newsletter are welcomed and those who submit are responsible for 
obtaining permission to publish in our Newsletter. The Editor does not accept this responsibility. 
Pearl Herbert, Editor, c/o School of Nursing, 
Memorial University of Newfoundland, St. John's, NF, AlB 3V6 (Fax: 709-737-7037) 
General Meeting of the NLMA will be held by teleconference, 
January 14, 2000, at.4 p.m. (island time). In Studio 3, HSC, for those in St. John's 
Elsewhere, please make your usual arrangements. New Members Welcomed, 
interested midwives, "wannabees", professionals interested in maternity care 
' 
Full members: Feedback for CCM needed by October 31, 1999 
Perinatal Nursing CNA Certification Examination March 25, 2000 
Applications for the Examination to be submitted by November 5, 1999 
Information from the Canadian Nurses Association, telephone 1-800-450-5206 
October 3 to 9, 1999, (40th week) Canada's Breastfeeding Week 
Breastfeeding: Education for Life 
Addictions Awareness Week, November 14 to 20, 1999 
Executive Committee 
President: Pearl Herbert 
Treasurer: Pamela Browne 





Home page: http://www.ucs.mun.ca/~pherbert/ Newsletter in HSLibrary: WQ 160 N457n 
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Newfoundland and Labrador Midwives Association, General Meeting, August 27, 1999 
There were five people present and seven apologies. The Minutes of the March meeting 
were approved with minor amendments (the basic fee is $20, and Friends of Midwifery had their 
celebration on May 1st). It was also noted that on May 1st the Friends of Midwifery changed their 
name to the Midwifery Coalition for Newfoundland and Labrador. 
A suggested logo was further discussed. The amendments to the Constitution had been 
sent with the March Newsletter, and as no adverse comments had been received, the 
Constitution and Bylaws were approved. 
The Treasurer is on vacation but had given the President the current financial position. 
The "friendly audit" has been completed and the conclusion states that "In our opinion, these 
financial statements present fairly, in all material respects, the results of its operation and surplus 
of the Association for the years ended March 31, 1999 and 1998 in accordance with generally 
accepted accounting principles" signed Walters Hoff e, Chartered Accountants. The Association 
thanks the auditor for this assessment. 
So far, there are 22 people (full, associate, retired/unemployed) who have paid their 
membership fee for this current year, and several people have stated that their membership fee is 
in the mail. Membership fees are due April 1st each year. 
Joan Brewer, ofMUN School ofNursing, is retiring on August 31st, 1999. Over the years 
she has provided friendly assistance to this Association (also to the Alliance and to the CCM). 
Therefore, it was voted that we show her our appreciation and wish her all the best for the 
. 
coming years. 
It was considered that a Midwifery Workshop should be held next Spring. A letter was 
received this week, dated May 3, 1999 (with two postmarks, May 8 and July 26) from the 
Association of Ontario Midwives (AOM) with a further offer for the use of the Emergency Skills 
Workshop materials. (We had said that the previous offer was too expensive). They feel that their 
"fee is reasonable in light of fees charged by ALSO and ALARM courses". We have also heard 
that the Family Physicians are planning to offer an interdisciplinary ALSO course in the Spring. 
As there were only a few members present it was decided that the AOM offer should be Tabled 
until the next meeting. At that time we may know definitely what is happening about the ALSO 
course. When some dates are known, it may be possible to have a workshop and a skills course 
(whichever one is chosen) follow each other. (Pearl Herbert and Maureen Laryea took the AOM 
ESW in June 1998). 
The annual Women's Health Forum is being held at the Grace General Hospital's 
residence on October 15th, and it was decided that we should request a spot for a poster display. 
Contact Pearl with ideas for a poster before September 24, 1999. 
Karene Tweedie asked if anyone was interested in sharing the cost of the British Journal 
of Midwifery(£ 160.00 for personal overseas subscriptions). Please contact her at 709-737-3649; 
e-mail: ktweedie@nurse,nf.ca 
Ontario. On May 5, Dr.Andre Lalonde, SOGC president, told the AOM that SOGC has plans for 
midwives to be involved with a third wotld project which SOGC is planning for several 






In Quebec "midwifery legislation was passed in the National Assembly in June. It comes into 
effect on September 24, 1999, although nothing much will change until March next year when 
new budgets come into place. We have appointees for the College, and various committees are 
working on implementation. Home births are forbidden until safety standards have been 
accepted" (from the RSFQ representative to the CCM/CCSF). Also see: 
Desrosiers, G. (1999, July/August). Midwives Act. Important changes secured by the OIIQ 
[editorial]. L 'Jnfirmiere du Quebec, 6( 6), 6-7. 
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In Nova Scotia the first meeting of the Interdisciplinary Working Group on Midwifery 
Regulation was on May 20, 1998. Their final report was submitted to the Health Human 
Resources Committee of the Department of Health on June 2, 1999. Recommendations include 
that a Midwifery Implementation Committee be formed, and that regulations be developed for 
midwives to be primary health care providers. On June 25, 1999, the Health Minister announced 
that the document was being reviewed and a start was being made in drafting legislation over the 
summer months for regulating midwifery in Nova Scotia. See 
http://www.gov.ns.ca/health/media/1999.jun25.htm 
In Newfoundland and Labrador it is hoped that an Implementation Committee will be appointed 
in September 1999. 
Congratulations to Janet Murphy Goodridge who received the Excellence in Nursing Practice 
award at the ARNN annual meeting last June. 
Midwives in Newfoundland prior to 1961 
Please submit to the Editor, any information that you may have about midwives who 
practised outside of the Grenfell area prior to 1961. More information is needed about the 
midwives listed below. 
Eva Collier was a midwife in Bay D'Espoire until the Midwives Board was not longer 
appointed to issue licenses. During her midwifery practice she attended over 1200 mothers and 
no mother or baby died. She was given various honours. The dining room at the Bay D'Espoire 
Motel is named after her. 
Jane Collins was a midwife in the Dover Area in the early 1900s. The local high school 
is named after her. 
Eliza Noble (Maidment) was the first woman to move to Dover in the 1800s. She was 
also the midwife for that area. Her picture is in the Dover museum. 
Catherine Doucette was a midwife who attended mothers in the communities of Ship 
Cove, Piccadilly, Kippens, Port au Port, Noel's Pond, and Cold Brook. She attended 2,060 births. 
She was a graduate from the Grace General Hospital in St. John's. Her picture in Our Lady of 
Mercy museum in Agenthua. 
Morag O'Brien of St. John's received the 1994 Governor General's Awards in 
Commemoration of the Persons Case. For almost 40 years Morag O'Brien served as a nurse, 
midwife. (On October 18, 1929, Canadian women became legally recognized as persons). 
Myra Bennett (nee Grimsley) (1890-1990). "For more than 50 years, Newfoundland's 
Nurse Myra Bennett was the only medical aid along almost 200 kilometres of rugged coastline 
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on the Great Northern Peninsula. She set broken limbs, performed kitchen table operations by 
lamp light, sutured and dressed wounds of every description. Throughout the Province she was 
known as "Florence Nightingale of the North" The war-trained English nurse was 29 when she 
volunteered for a Newfoundland posting from the British Overseas Nursing Association. She 
arrived at Daniel's Harbour in the spring of 1921 and immediately began ministering to 
everything from difficult childbirths to tuberculosis. Her salary was $75 a month, and she worked 
long hours traveling up and down the coast in all kind of weather. In 1922 "Nurse" married 
Newfoundland sailor and carpenter Angus Bennett. Before she retired at age 68, Nurse Bennett 
trained five midwives, raised her own family of three children and fostered four others. While 
she was paid for periods of time by the Newfoundland and Labrador Government, Nurse Bennett 
spent years providing medical services at her own expense. Nurse Bennett's exceptional work 
was well recognized when she received Coronation medals from both King George VI and 
Queen Elizabeth II, as well as the Medal of the British Empire, the Order of Canada and an 
Honorary Doctorate in Science from Memorial University. As well, she was given an Honorary 
membership to the ARNN. She was also a forerunner to the establishment of the Newfoundland 
Outport Nursing and Industrial Association (NONIA) founded in the 1920s, NONIA was 
instrumental in providing nursing services in rural communities for generations of 
Newfoundlanders. She died in 1990 at the age of 100, leaving a legacy of dedication and service 
that honours the best tradition of Newfoundland Nursing 
The Bennett House is located in the town of Daniel's Harbour. Built in 1922, this two 
story traditional house was home to Nurse Bennett for 68 years. In addition to the medical clinic, 
the house includes a kitchen, pantry, dining room, parlor, four bedrooms and a bathroom. Period 
furniture, Nurse Bennett's medical instruments and records will bring you, the visitor, back in 
time to the 1920s" 
(from the brochure available at the Bennett House Museum, open May to September). 
[Your Editor wrote to NONIA to ask that Myra Bennett's contribution to midwifery be 
recognized]. 
International Congress of Midwives 25th Triennial Council, Manila,May 16-19,1999 
The MABC, AAM, AOM, and ASFQ, are members of the ICM, and they sent members 
to the Manila. (When midwifery legislation comes into effect in Quebec the ASFQ will no longer 
be a member of the CCM as is it not the association to which registered/licensed midwives 
belong). Resolutions included increasing representation from the Americas. The next ICM mid-
triennial meeting for the Americas will be held in Argentina. The ICM Board who arranged the 
Manila Congress had acted contrary to a previous resolution agreeing to accept no financial 
support from formula companies, so a further resolution for passed to confirm this. 
Also discussed was the scope of midwifery practice. ICM has proposed beginning 
competencies for midwives. Midwifery standards were proposed. These are linked to the Safe 
Motherhood initiative and the World Health Organization (WHO) and UNICEF want these prior 
to 2002, with no opportunity for them to be discussed by the ICM Council. There were 
discussions regarding midwives becoming Reproductive Health Workers (is WHO pressuring 







The American College of Nurse Midwives displayed discontent when their representative 
was not re-elected to the ICM Council for a fourth term (after serving three terms equaling nine 
years). Representatives from Argentina and the Midwives Alliance of North America were 
elected. (See reports from the (1999, Autumn). ARM Midwifery Matters, No. 82, 16-21; 
(1999, July). RCM Midwives Journal, 2(7), 220-221). 
World Health Organization (WHO) 
The first European Forum of National Nursing and Midwifery Associations (EFNNMA) 
and WHO meeting was held in Delphi, Greece, in 1997. A Greek midwife was the only midwife 
present and when she saw the agenda she decided to be an observer. Hence, no midwifery 
agreement could be made. 
WHO has published a document on health care in the world, but there is little reference to 
midwifery. The suggestion from the midwives has been to remove "midwife" completely from 
the document, so that it just refers to nursing. 
A Dutch midwife who is a member of the Advisory Committee on the Training of 
Midwives (ACTM) had attended a WHO meeting being held in Madrid, Spain, to discuss the 
publication Health for All. This midwife had not previously consulted with the Royal Dutch 
Midwives Association, or the European Midwives Liaison Committee (EMLC), or the 
International Confederation of Midwives (ICM), so when she arrived at the WHO meeting she 
found that she was the only midwife present. 
Two objectives of the Madrid meeting included those recommended by the WHO that: 
The level of the European Economic Community (EEC) midwifery directives be lowered to 
facilitate integration of Eastern European midwives 
The definition of the midwife by WHO, ICM and FIGO, was no longer realistic and should be 
modified. 
The Dutch midwife resisted any change to these items. Currently, the WHO document only 
discusses nursing and may have been sent to the Ministers of Health throughout Europe. 
(See: Evans, J. (1999, Summer). European Midwives Liaison Committee, June 6-7, 1998, 
Athens. ARM Midwifery Matters, No.81, 21-24). 
"At the first meeting in Delphi the member associations of the ICM in the European 
Region did not feel that their representation was fair, or that the financial arrangments were 
sufficiently clear: As a result, neither the ICM nor the Royal College of Midwives (RCM) 
attended. In July 1998, a meeting was held with Ainna Fawcett-Hensey, WHO European Nursing 
and Midwifery Adviser, Petra Teri Roope-Bender, ICM Secretary General, and the ICM 
European Regional Representatives, of which the RCM is one. The result was a significant 
increase in midwifery representation, from one midwife to nine nurses to ten allocated midwifery 
places - five full member places and five observer places. (These members are in addition to the 
observer status of the ICM Board). The EFNMA held its third annual meeting in Budapest in 
April this year .... Reports were received from the Forum's four task forces: Women and 
children; Elderly care; Chronic disease; Tobacco; and on pregnancy and diabetes ..... This is an 
important forum, but it is heavily weighted toward nursing. It is therefore all the more important 
that the RCM and other midwifery associations are represented to influence and put a midwifery 
perspective on maternal health issues and midwifery education and practice" (Day-Stirk, 1999, 
RCM Midwives Journal, 2(8), 256). 
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The U.K. Health Bill 
The British Government has passed the Health Bill which replaces the 1997 Nurses, 
Midwives and Health Visitors Act. Four motions were tabled by Members of Parliament about 
the midwifery profession. These were midwifery partnership, midwifery education, midwifery 
standards, and a midwifery board. Nearly 172 back-benchers signed that they supported 
preserving the independence of midwifery. The crux of the issue is that to safeguard the 
independence of the midwifery profession, the successor organization to the United Kingdom 
Central Council (UK.CC) must ensure parity between nurses and midwives, or separation through 
a strong midwifery board. The government is offering neither. Although members of the 
government have stated that they intend to have a senior midwife at the top of the UK.CC 
successor, they would not clarify this when questioned by the Opposition MPs nor answer 
questions about midwifery education. Because of filibustering, the debate time was shortened, 
and the Health Bill was debated at the same time as the Immigration and Asylum Bill 
A copy of the Committee Stage Hansard on the debate on Midwifery regulation is 
available. (1999, July). RCM Midwives Journal, 2(7), 209; RCM Midwives Journal, 2(8), 236). 
RCM, 15 Mansfield Street, London, WlM OBE; telephone: 011-44-171-312-3535; E-mail: 
midwives@dial.pipex.com Web site: http://www.midwives.co.uk 
Also note: since devolution in the UK, the countries all have their own Health Ministers, so what 
is agreed in London is for England, not Scotland or Wales. 
Professional Misconduct includes Failure to Record Accurately and Adequately 
"Former President of the RCM has been found guilty of serious professional misconduct 
in a case that involved the death of a baby, and has received a formal caution against her entry on 
the professional register. The case concerned a baby girl who died soon after being born at 
Chelsea and Westminster hospital in 1995. It was believed that she was starved of oxygen, 
probably even before the mother went into labour. The parents had wanted a homebirth but 
because of the breech position of the baby the mother had to be transferred to hospital. 
Following a 3-day hearing the professional conduct committee of the UK.CC found 
Caroline Flint guilt of three charges of serious professional misconduct. They include failure to 
carry out maternal observation, failure to recognise maternal collapse in the third stage, and 
failure to keep adequate and accurate notes. Four further charges against Mrs. Flint were not 
proven. The committee issued a formal caution against Mrs. Flint's entry on the register. UK.CC 
Director of Professional Conduct, Mandie Lavin, said: 'The issuing of a formal caution to Mrs. 
Flint demonstrates that, while she has been found to have committed professional misconduct on 
this occasion, the committee believes that she is safe to practise, given all the circumstances of 
the case. The purpose of the proceedings is not to punish, but to determine whether the individual 
practitioner is safe to practise. The committee has given very careful consideration to all the 
evidence and has determined that Mrs. Flint should remain on the professional register with a 
caution recorded against her name for 5 years. This will be automatically disclosed to anyone 
who wishes to check Mrs. Flint's registered status'". 










Workforce Plannin2 in Midwifery 
In future, maternity units in the U.K. "will have to become better at collecting and 
analysing work load and work force data, and in making explicit the processes by which staff are 
deployed in response to work load". Birthrate Plus is supported by both the RCM and the RCOG 
(1999). It was devised by Jean Ball and Marie Washbrook. (1996). Birthrate Plus. Aframework 
for workforce planning and decision ma/dng for midwifery services. Cheshire, UK: Books for 
Midwives Press. 
(O'Sullivan, S. (1999). RCM Midwives Journal, 2(7), 216-217). 
Nappies Too Dry 
There is ongoing correspondence in the RCM Midwives Journal regarding the difficulty 
of assessing whether or not the baby, wearing very absorbent diapers, has voided. Also, whether 
or not the chemical crystals used in these diapers are harmful to babies. 
Have you seen? 
Canadian Women's Health Network. Network, 2(3), Summer 1999. The whole newsletter is 
Special Delivery: The Midwifery and Childbirth Issue. 
For information contact: CWHN, 203, 419 Graham Avenue, Winnipeg, MB, R3C OM3 
{Telephone: 1-888-8189172; Fax: 204-989-2355; E-mail: cwhn@cwhn.ca) 
Family Law Guide for Women in Newfoundland (2nd ed). Contact: Public Legal Information 
Association ofNewfoundland (PLIAN), P.O. Box 1064, Station C, Suite 500, Atlantic Place, 215 
Water Street, St. John's, NF, AlC 5M5 (Telephone: 709-722-2643; Fax: 722-0054; E-mail: 
plian@nf.sympatico.ca ) 
Report of the Canadian Hypertension Society Consensus Conference: 
Helewa, M. E.et al. (1997, September 15).1. Definitions, evaluation and classification of 
hypertensive disorders in pregnancy. CMAJ, 157(6), 715-725 
Moutquin, J-M. (1997, October 1). 2. Nonpharmacologic management and prevention of 
hypertensive disorders in pregnancy. CMAJ, 157(7), 907-919. 
Rey, E. (1997, November 1). 3. Pharmacologic treatment of hypertensive disorders in pregnancy. 
CMAJ, 157(9), 1245-1254. 
{These articles may be obtained from the web site http://www.cma.ca/cmaj/ Look for past 
journals, such as volume 157, and then for the issue number or date). 
Articles about pregnancy and health of babies, including infant feeding, in Canadian Journal of 
Public Health, 90(4), July/August 1999. 
Friel et al. (1999). Eighteen-month follow-up of infants fed evaporated milk formula. Canadian 
Journal of Public Health, 90(4), 240-243. [The first report about this study was in the 
Newspapers, no journal article has been found]. 
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Choiniere, R., Pageau, M., & Ferland, M. (1999). Prevalence and geographic disparities in 
certain congenital anomalies in Quebec: Comparison of estimation methods. Chronic Diseases in 
Canada, 20(2), 51-57. 
Liu, S, & Wen, S. W. (1999). Development of record linkage of hospital discharge data for the 
study of neonatal readmission. Chronic Diseases in Canada, 20(2), 77-81. 
For your free copy of Chronic Diseases in Canada, contact: Laboratory Centre for Disease 
Control, Health Canada, Tunney's Pasture, Address Locator: 0602C3, Ottawa, ON, KlA OL2 
(Telephone: 613-941-1291; Fax: 613-952-7009; web site: http://www.hc-sc.ca/hpb/lcdc ) 
Cook, R. (1998). Promoting women's health. Primary Health Care, 8(2), 31-38. 
Sylvie Robichaud-Ekstrand of the University of Montreal has been appointed by the Canadian 
Health Services Research Foundation as Scientific Officer of Nursing for a two-year term 
commencing July 1999. More information from the CHSRF, 11 Holland Avenue, Suite 301, 
Ottawa, ON, Kl Y 4Sl (Website: http://www.chsrf.ca) 
November 20 is National Child Day. To apply for a free National Child Day Guide contact: 
MDS MacFarlane, Data & Mailing Services, 2750 Sheffield Road, Ottawa, ON, KlB 3V9 (Web 
site: http://www.hc-sc.gc.ca/child-day) 
Nutrition for a Healthy Pregnancy: National Guidelines for the Childbearing Years. 
These Guidelines are available free from Health Canada by telephoning 613-954-5995, or from 
the web site: http://www.hc-sc.gc.ca/nutrition 
Safe Seating in the Kid Zone. Car Time 1-2-3-4 
"Statistics show that when there's a crash, kids of all ages are safer (by over 25%) when they are 
properly seated in the back seat of a vehicle". When in the front seat, children aged 12 or under, 
are likely to "be seriously, even fatally, injured when the air bag deploys". This is why the back 
seat is called the Kid Zone. Available is a four-segment video (23 min English, 29 min French), 
segment 4 (10 min) is especially for an audience of kids 8 to 12 years of age. There are also 
bilingual posters and a guide. For more information, or copies of this video and posters, contact 
Transport Canada by telephoning 1-800-333-0371, or by the web site 
http://www.tc.gc.ca/roadsafety 
Jette, S. (1999, July/August). L'Initiative hopital amides bebes. Un programme de promotion de 
l'allaitement matemel. L 'Jnfirmiere du Quebec, 6(6), 16-29. It includes the endeavours of the 






A Summary of the Announcement Regarding Canada's First Baby-Friendly Hospital, 
Brome-Missisquoi-Perkins Hospital Cowansville, Quebec, on July 8, 1999. 
This designation signifies that the BMP Hospital has fulfilled the Ten Steps to Successful 
Breastfeeding as confirmed through an intensive two-day Baby-Friendly Hospital Assessment 
which took place on June 21/22, 1999. The Assessment process is prescribed by the 
WHO/UNICEF Baby-Friendly Hospital Initiative (BFHI), a world-wide program to protect, 
promote and support breastfeeding. 
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Since 1991, UNICEF and its government and community partners have worked to create 
baby-friendly healthcare facilities in Canada under the Baby-Friendly Hospital Initiative (BFHI). 
The Breastfeeding Committee for Canada (BCC) is the National Authority for the 
implementation of the BFHI in Canada. 
As Master Assessor, Dr. Jack Newman of Toronto, lead the BMP assessment team. Designation 
as a Baby-Friendly Hospital requires a successful on-site assessment including interviews with 
mothers who have recently delivered babies and hospital staff. The hospital or birth centre 
requests the assessment when it is confident that it has complied with all the requirements of the 
Initiative. Several other Canadian hospitals are very close to requesting assessment for 
Baby-Friendly status and many others are working on the Ten Steps to Successful Breastfeeding, 
compliance which is required for designation. The Breastfeeding Committee for Canada, which 
recently received a grant of $266,380 from Population Health, Health Canada, is assisting this 
process by facilitating the establishment of Baby-Friendly Implementation Committees in all 
Canadian provinces and territories. (Summary of a Press Release from Maureen Fjeld, Co-chair, 
Breastfeeding Committee for Canada, Calgary, Alberta).E-mailbfc@istar.ca for information 
about the BCC. Become a corresponding member by paying $10.00 per year. 
Book Reviews and Articles 
Safe Motherhood Initiatives, from the American College of Nurse-Midwives (1998) cited in 
the editorial, Safe Motherhood USA, JOGNN, 27(5), 491. 
These include women and men being equal partners, assuming responsibility for parenting, and 
having full physical, emotional, and spiritual health. Women need to trust their bodies and view 
birth as normal, to be educated and informed so as to be able to make decisions about 
childbearing, and to be able to receive appropriate care. Interventions should be based on 
research, and individualized to the health needs of each woman. To read this in more detail 
request the Safe Motherhood Initiatives from the ACNM, Washington, USA. 
Postpartum Depression: Case Studies. Research and Nursing Care, by Cheryl Tatano Beck. 
An A WHONN publication. For information telephone: 1-800-354-2268. 
Beck, C. T. (1998). A checklist to identify women at risk for developing postpartum depression. 
JOGNN, 27(1), 39-46. 
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Essential Management o/Obstetric Emergencies (3rd ed.). Author Thomas F. Baskett (1999). 
Published by the Clinical Press Ltd., Redland Green Farm, Redland Green, Redland, Bristol BS6 
7HF, England. ($41.40 + $5.00 for handling), in the June 1999 The Accoucheur, 6(2), 4. 
This is an excellent paperback that in 26 chapters covers all of the important obstetric 
emergencies. The coverage is comprehensive but succinct and up to date. It would be of use to 
physicians, nurses and midwives providing childbirth care, and should be in the libraries of 
hospitals and educational facilities. 
Delivery Room Management of the Apparently Vigorous Meconiurn-Stained Neonate: 
Results of a Multi-centered International Collaborative Trial, cited from NRP Update, 
October 1998, in the June 1999 The Accoucheur, 6(2), 3. 
This was a study of more than 2,000 babies who were randomly allocated to a routine intubation 
group or an expectant management group. Approximately 7% of babies in both groups 
subsequently developed respiratory distress. Meconium aspiration syndrome occurred in about 
3.2% of the intubation group and 2.7% in the expectant management group. Of the 1,098 babies 
who were intubated, 3.8% had complications from intubation including bradycardia, hoarseness/ 
stridor, laryngospasm, apnea, bleeding at the vocal cords and cyanosis. All of these 
complications were transient. The study concluded that the intubation of the apparently vigorous, 
meconium-stained neonate does not result in a decreased incidence of meconium aspiration 
syndrome or other respiratory distress compared to expectant management. 
Physical Abuse During Pregnancy: Prevalence and Risk Factors, cited from Canadian 
Medical Association Journal, 160(7), April 1999, in the June 1999 The Accoucheur, 6(2), 3. 
A study carried out in Saskatoon when approximately 700 women were surveyed during 
pregnancy; 5.7% of the women reported experiencing physical abuse during pregnancy and 8.5% 
within the last 12 months. Husbands, boyfriends or ex-husbands accounted for 63.3% of the 
abusers. Aboriginal women were at greater risk than non aboriginal women. Women whose 
partner had a drinking problem were 3.4 times more likely to have been abused than women 
whose partner did not have a drinking problem. 
The Accoucheur consists of 4 pages and is published quarterly, $25 per year. For further 
information contact: The Accoucheur, c/o Dept. of Family Medicine, St. Joseph's Health Centre, 
P.O. Box 5777, London, ON, N6A 4L6. (Fax: 519-646-6270; E-mail: 
lynnd@stjosephs.london.com ) 
Canadian Institute of Child Health (CICH) announces a new Board of Directors for 
1999/2000. Dr. Graham W. Chance, who has been the Board Chair since 1994, has stepped 
down, and Dr. Robin Moore-Orr is the new Board Chair. Robin has been a member of the Board 
for 5 years. This August she retires from the Division of Community Health, Faculty of 
Medicine, at Memorial University where she is an associate professor. Robin came from 
Australia to the US, became registered as a dietician, and then in 1977 joined Memorial 
University. (1999, Spring). Child Health, The Newsletter of the CICH, 21 (2), 1. 
The Newsletter is published quarterly, by the CICH, 885 Meadowlands Drive East, Suite 512, 
Ottawa, ON, K2C 3N2 (Fax: 613-224-4145; E-mail: cich@cich.ca 










Canadian Sperm Banks from Maclean 's, 112(29), July 19, 1999. 
"Health Canada ordered about 35 of the country's 49 sperm banks to quarantine some or 
all of their sperm stocks after federal officials discovered some clinics were not meeting federal 
testing rules. Ottawa also advised clinics to notify women inseminated with donated sperm so 
they could be tested for a number of disease-causing bacteria and viruses, including those 
causing AIDS and hepatitis B and C. Federal health officials said that, so far, their investigation 
revealed deficiencies in some clinics' testing for chlamydia and gonorrhea pathogens, and one 
clinic failed to test for HIV-II, a form of the AIDS virus that is rare in North America. Julia Hill, 
associate director of Health Canada's bureau of compliance and enforcement, noted that no one 
had reported an infection as a result of contaminated semen. 'It's not that the clinics haven't been 
testing', she said, 'it's just that testing has not always been as rigorous as it should be"' (p. 51 ). 
Birth, 26(2), June 1999 
"Whither Cesareans in the New Millenium (sic)?" [editorial] by Diony Young (pages 67-
70). Young discusses the increase in cesarean births in the United States, to 25% in the mid-
1980s, then a gradual decline, until in 1977 it was 20.8%, but the number has started to increase 
again. Vaginal birth after cesarean (VBAC) has mainly accounted for these changes. The 
American College of Obstetricians and Gynecologists (1977) had encouraged VBAC, but 
recently (October 1998) has advocated a more cautious restrictive position, and the need to re-
evaluate VBAC recommendations. The question of whether cesarean sections be performed upon 
request has also arisen, but which other surgeries will be performed upon demand? 
There is no hard evidence of what is the ideal cesarean section rate. "For example, study 
after study has demonstrated that midwives, practicing with physiologic labor support 
techniques, have cesarean rates of 10 percent or less, and that birth outcomes of midwifery care 
are better than or equivalent to those of physician care" (p. 68) (citing MacDorman & Singh. 
(1998). Journal of Epidemiology Community Health, 52, 310-317). Regarding the concern about 
uterine ruptures, Sachs et al.(1999, in the New England Journal of Medicine, 340, 54-57) are 
cited as stating "that it is impossible to know how many of these uterine ruptures actually 
involved a scarred uterus from a previous cesarean delivery .... How many of the uterine 
ruptures occurred in women whose trials of labor involved induction or augmentation?" (p. 68). 
Frightening consent forms have been seen that advise a repeat cesarean to "prevent the death of 
or permanent brain injury to my baby". Young asks what is meant by informed choice and whose 
interests are being served - that of the mother, the baby, or the physician? 
In the United States cut-backs and mergers have resulted in some hospitals cancelling 
programmes which involved midwives. Medical management techniques continue to prevail and 
women are offered "medical magic for a pain-free childbirth" (p. 69). Young advises that 
"Advocates for vaginal birth must step up their efforts to improve women's capacity to tolerate 
labor" (p. 69). 
Other articles in this issue of Birth include midwifery care and the need for good 
communications. There are two articles on breastfeeding: breastfeeding and mothers who smoke, 
and analgesics in labour and breastfeeding. Other articles include: positioning to change breech 
position; and nausea and vomiting during pregnancy. A report by Curtis et al. on a study of 
labour augmentation using breast stimulation is followed by an article, by Curtis, giving the 
behind-the-scenes information regarding this study. 
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There is a letter regarding macrosomic babies and shoulder dystocia, in answer to a 1998 
article in Birth, 25, 263-267, which recommended a prophylactic cesarean section for all 
macrosomic babies for the prevention of infant morbidity. The letter states that when comparing 
the information in this previous article to the all-fours maneuver developed by Ina May Gaskin, 
which results in little morbidity, the recommendation for a cesarean section is not required (and 
cites Bruner et al. (1998). Journal of Reproductive Medicine, 43, 439-443). Other studies have 
found that obstetric management plays a role in the occurrence of shoulder dystocia (citing 
Keller et al. (1991). American Journal of Obstetrics & Gynecology, 165, 928-930). 
There are two selected Cochrane Systematic Reviews listed: Lumley, J., Oliver, S., & 
Waters, E. (1999). Interventions for promoting smoking cessation during pregnancy. 
Sikorsk, J., & Renfrew, M. J. (1999). Support for breastfeeding mothers. 
See http://www.update-software.com/cochrane.htm When visiting this web-site go to "things to 
do" and click on abstracts. The section on Pregnancy and Childbirth has these reviews. 
Canadian Journal of Public Health 
• 
Armstrong, I.E., Robinson, E. J., & Gray-Donald, K. (1998, November/December). 
Prevalence of low and high birthweight among the James Bay Cree of Northern Quebec. 
Canadian Journal of Public Health, 89( 6), 419-420. 
"Infant birthweight is an important indicator of neonatal health. Aboriginal women tend 
to give birth to a greater percentage of high birthweight babies than non-Aboriginal women. 
However, the birthweight distribution among the Canadian native population and particularly 
among the Cree has not been well documented. The aim of this study was to document the 
birthwieght distribution, determine the prevalence of low and high birthweight, and examine the 
secular trends of these indicators among the northern Quebec James Bay Cree. 
A complete census of all infants born in the nine Cree communities in the James Bay 
Cree Region of northern Quebec between 1985 and 1995 .. . 3,098 births" (p. 419). 
"While the percentage of newborns weighing 4000 g or more increased steadily by 
increasing age of the mother (due in large part to increasing parity), the rate of low birthweight 
infants remained remarkably similar across different age groupins. Of the 714 teenagers who 
gave birth during the period, the low birthweight rate was similar to the other age groupings. 
This was true even among the very young women (12-16 years) .... The overall mean 
birthweight of 3777 +/- 601 g was higher than that reported for other native groups in Canada. 
Furthermore, it is considerably higher than that of non-native Canadian averages of 3464 +/- 556 
g for males and 3335 +/- 522 g for females ... . There is some evidence that birthweights are 
increasing among the Canadian Aboriginal populations .... Diabetes and obesity, two risk 
factors for high birthweight, have already been identified as important health problems among 
Canadian Aboriginal people and specifically among the Cree of northern Quebec. The risk of 
developing gestational diabetes mellitus among Cree women is elevated as well. 
In conclusion, the distribution of birthweights of Cree infants is shifted to the right when 
compared to non-native women and hence there is an enviable low rate of low birthweight. The 
consequences of high birthweights in this population, however, need to be explored" (p. 420). 
Edwards, N. (1999, January/February). Population health: Determinants and interventions 







Reutter, L., Neufeld, A., Harrison, M. J. (1999). Public perceptions of the relationship 
between poverty and health. Canadian Journal of Public Health, 90(1 ), 13-18. 
Wigle, D., & Mowat, D. (1999, May/June). Health surveillance: Changing needs, 
constant function (Editorial). Canadian Journal of Public Health, 90(3), 149-150. 
Liu, S., Wen, S. W., Mao, Y., Mery, L., Rouleau, J. (1999). Birth cohort effects 
underlying the increasing testicular cancer incidence in Canada. Canadian Journal of Public 
Health, 90(3), 176-180. 
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"The finding that cohort effects are important in testicular cancer trends provides some 
support to the hypothesis that the exposure to etiologic factors occurs very early in life. Although 
exposures occurring in any period of life could result in a cohort effect, testicular cancer occurs 
predominantly in young men. Furthermore, the absolute incidence rate in younger age groups has 
been increasing steadily. Hypotheses regarding testicular carcinogenesis should therefore 
consider etiologic factors operating early in life, perhaps even in utero .... These findings 
confirm those of epidemiologic investigations in other countries" (p. 179). 
Williams, R. J., Odaibo, F. S., & McGee, J.M. (1999). Incidence of fetal alcohol 
syndrome in northeastern Manitoba. Canadian Journal of Public Health, 90(3), 192-194. 
"The present study found 5 cases of FAS out of a population of 696. This roughly 
translates into an incidence of 7.2 per 1,000, although the raw numbers are too small to be certain 
about actual incidence .... It is considerably higher than estimated international rates 
(0.33/1,000), and is also somewhat higher than what has been found in the North American 
Aboriginal population before (2.8-6.6/1,000). It should also be noted that the incidence of FAS 
found in the present study is almost certainly an underestimate of the actual rate in northern 
Manitoba. Although 93.4% of all eligible children were screened, only 45.6% of the high risk 
cases were examined (41/90) ... the actual incidence [could] be 14.8 cases per 1,000 or higher" 
(p. 194). 
Mcintyre, L, Travers, K., & Dayle, J.B. (1999). Children's feeding programs in Atlantic 
Canada: Reducing or reproducing inequities? Canadian Journal of Public Health, 90(3), 196-
200. 
Journal of Obstetric, Gynecologic and Neonatal Nursing. 28, 1999 
At the end of each issue of JOGNN there is a section on "Clinical Issues". Both No. I 
(January/February, pages 74-103) and No.2 (March/April, pages 175-208) contain articles on 
fatigue. In No. 3 (May/June, pages 291-338) the topic is about legal issues. The latter articles 
include discussions, illustrated with actual court hearings, on the responsibilities of team leaders 
and charge nurses, staff nurses and advanced practice nurses, the need for accurate charting and 
effective communication skills with families, accurate fetal monitoring, remembering the five 
rights for administering drugs, obtaining informed consent particularly for assisted reproductive 
technologies. 
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Measuring Up: A Health Surveillance Update on Canadian Children and Youth 
A report from the Laboratory Centre for Disease Control (LCDC), Health Canada, which "brings 
together the most recent child health surveillance information from various bureaux within 
LCDC". "The report contains selected indicators of infant health, childhood cancer, vaccine-
preventable diseases, respiratory health, child injury, and HIV and sexual health". 
"Since the early 1960s reduction in infant mortality rates in Canada have been dramatic-and 
encouraging. (1960, 27.3/1000 live births; 1996, 5.6/1000 live births). However, there is still 
room for improvement, as other OECD countries have lower infant mortality rates" (p. 5). 
"Preterm birth remains one of the main causes of perinatal mortality and morbidity. Careful 
analysis of the trends of preterm birth will ensure accurate interpretation of the occurrence and 
etiology of changing preterm birth rates over time" (p. 7). (1991, 6.6%; 1996, 7 .1 % of all live 
births. Ontario is excluded from the Canadian preterm birth rate calculations because of concerns 
about the quality of the data). 
"Neural Tube Defects (NTDs) remain an important public health problem. Enhanced surveillance 
ofNTDs that result in termination of pregnancy will ensure that future rates and trends are 
interpreted correctly. As primary prevention strategies continue, accurate analysis of NTD rates 
will be essential in evaluating public health efforts" (p. 9). (1989, 1.1/1000 total births (excluding 
Quebec); 1996, 0.77/1000 total births (excluding Quebec) or 219 affected babies). 
"The Canadian Perinatal Surveillance System (CPSS), managed by the Bureau of Reproductive 
and Child Health in LCDC, is a national program that monitors trends and patterns in the health 
of pregnant women, mothers and infants in Canada. The CPSS Steering Committee and Bureau 
staff have identified a set of perinatal health indicators required for comprehensive national 
perinatal health surveillance. These include indicators of women's perspectives, experiences and 
health behaviours in pregnancy, childbirth and new motherhood. The currently available national 
health databases do not contain the data necessary for monitoring issues such as physical abuse 
of pregnant women, illicit drug use during pregnancy, breastfeeding duration (to 4 months and 6 
months), postpartum depression and client satisfaction with services. Therefore, the CPSS will 
initiate a national reproductive health survey that will provide these data and enable the program 
to report on these very important aspects of maternal and infant health" (p. 10). 
This report consists of 59 pages, Cat.No. H42-2/82-1999E 
Available from web site: http://www.hc-sc.gc.ca/hpb/lcdc 
May be obtained by mail (free) from: 
Bureau of Reproductive and Child Health, Health Canada, LCDC Building #6, Tunney's Pasture, 
Address Locator 0601EZ, Ottawa, ON, KlA OL2 
The Fetal and Infant Postmortem is a leaflet produced by the English Confidential Enquiry into 
Stillbirths and Deaths in Infancy (CESDI) to help professionals answer parents' questions when a 
postmortem is being considered. All heads of midwifery in England and Wales were sent copies 
to distribute. A copy of the free leaflet may be obtained from: 
The Maternal and Child Health Research Consortium, Chiltern Court, 188 Baker Street, London 
NWl 5SD, England. 
• 
• 
Why Mothers Die. Executive Summary and Key Recommendations. Report on Confidential 
Enquiries into Maternal Deaths in the United Kingdom, 1994-1996. A free copy may be 
obtained from: Department of Health, P.O. Box 410, Wetherby LS23 7LN, England. 
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The article, "Why Mothers Die: Confidential Enquiry into Maternal Deaths" by Rosaline Steele, 
in RCM Midwives Journal, 2(3), 80-81. March 1999, discusses the findings released in the 46th 
Report on maternal deaths in the UK. The main issues around substandard care were the failure 
of some junior medical, obstetric, emergency staff, family physicians and midwives to diagnose 
or refer cases; failure of consultants to attend to emergencies or to delegate appropriately; 
inappropriate treatment; lack of protocols in some units; and lack of teamwork. The leading 
causes of maternal deaths 1994-1996 were for Direct Deaths: thrombosis and thromboembolism 
(48); hypertensive disease of pregnancy (20); amniotic fluid embolism (17); early pregnancy 
deaths (15 ectopic and 3 others); sepsis of the genital tract (1 during labour, 10 after vaginal 
delivery, 3 after surgery); haemorrhage (12). For Indirect Deaths: cardiac disease (39); epilepsy 
( 19); psychiatric causes (9). 
The article, "Maternal Mortality: Piecing Together the Jigsaw" by Susan F. Murray, in RCM 
Midwives Journal, 2(5), 152-154, May 1999, discusses maternal mortality. It is estimated that 
585,000 maternal deaths occur in the world every year, and 99% of these take place in 
developing countries. Data suggest that there are five major direct causes of maternal death. 
These are haemorrhage, sepsis, hypertensive diseases of pregnancy, prolonged labour, and 
complications of abortion. 
A WHONN eNEWS, June 1999 (some abstracts) 
~BREASTFEEDING AND THE RISK OF BREAST CANCER~ 
A new study indicates that breastfeeding may reduce the risk of breast cancer. Researchers at the 
University of North Carolina in Chapel Hill examined data from the Carolina Breast Cancer 
Study and compared the rates of breast cancer in 751 mothers who had breastfed at least once 
and 743 mothers who had not. Research has found that the risk of breast cancer was reduced by 
20% in women age 20 to 49 years and by 30% in women ages 50 to 74 years who had breastfed, 
compared to those who had not breastfed. Authors conclude that breastfeeding is associated with 
a reduction in the risk of breast cancer among both younger and older women and speculate that 
breastfeeding may cause structural changes in the breast that offer the protective factors. The 
study is in the International Journal of Epidemiology (1999;28:396-402). 
~STRESS MAY REDUCE FERTILITY IN WOMEN~ 
A recent study suggests that stress may reduce fertility in women with long menstrual cycles. 
Researchers at Aarhus University Hospital in Aarhus, Denmark, studied 393 couples trying to 
become pregnant for the first time to collect data; none of the participants had any known 
fertility problems. Found that 59% of women in the study became pregnant over a six-month 
period and that those women who scored highest on a stress measurement test and who also had 
a menstrual cycle of at least 35 days were significantly less likely to become pregnant than 
other participants. Women with long menstrual cycles who were under stress were also found to 
be at about 12-times the risk of early miscarriage, compared to women with either shorter cycles 
or lower stress scores. Further information on this study is in the journal Fertility and Sterility 
(1999;72:47-53). 
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,_MISCARRIAGE AMONG FEMALE FLIGHT ATTENDANTS,_ 
A new study says that female flight attendants appear to have a slightly increased risk of 
miscarriage, compared to women in other occupations. Researchers at the Finnish Institute of 
Occupational Health, Helsinki, studied 967 flight attendants, aged 24 to 39, who worked between 
1973 and 1994 to collect data. Found that flight attendants' miscarriage rate was about 12%, 
compared to a miscarriage rate of just over 9% seen in women who lived in the same area of 
Finland. Flight attendants who were not working during early pregnancy had a miscarriage rate 
of just over 9%. Authors suggest that the increased miscarriage rate may be due to exposure to 
physical, chemical and psychological factors associated with air travel-related environments that 
are potentially detrimental to fetal development. This study is in the Journal of Occupational and 
Environmental Medicine (1999;41 :486-491 ). 
,_AFRICAN-AMERICAN WOMEN MORE LIKELY TO HA VE CESAREAN SECTIONS ,_ 
A new study concludes that black women are more likely than white women to give birth via 
cesarean section, although the increased likelihood does not appear to be accounted for entirely 
by clinical reasons. Researchers at Health Resources and Services Administration in Rockville, 
Maryland, studied 606 black and 3,661 white college-educated women in Davidson County, 
Tennessee to collect data. Studies found that 31 % of African-American women had cesarean 
sections compared to 21.3% of white women and that, although black women were more likely 
to have clinical risk factors for cesarean section, the entire difference was not accounted for by 
these factors. Authors say the findings suggest that non-clinical, race-related factors may play a 
larger role than previously thought in the likelihood of cesarean section. The study is in the 
Journal of the National Medical Association (1999;91:273-277). 
,_INCREASED RISK OF PREGNANCY-RELATED DEATH IN BLACK WOMEN~ 
A new report concludes that African-American women are at significantly increased risk of 
dying during or shortly after childbirth, compared to white women. Researchers at the U.S. 
Centers for Disease Control reviewed data from 26 states on maternal mortality between 1987 
and 1996 to collect data. Studies found that, overall, 7 .5 maternal deaths occurred per 100,000 
births; African-American women were found to be at four-times the risk of dying from any 
pregnancy-related cause, including hemorrhage, blood clots or hypertension, compared to white 
women and that the findings held even when rates of prenatal care were taken into consideration. 
Authors say the reason for the increased risk among black women is not clear, but suggest that 
quality of prenatal, delivery, and postpartum care may explain part of the risk difference between 
white and black women. This report is in the Morbidity and Mortality Weekly Report (June 
18, 1999). 
"Perinatal risk and severity of illness in newborns at 6 neonatal intensive care units," by Dr. 
Richardson, Bhavesh L. Shah, M.D., Ivan D. Frantz III, M.D., and others, in the April 1999 
American Journal of Public Health 89(4), pp.511-516. Article from AH CPR Research 
Activities; http://www.ahcpr.gov 
Sleep disorders and apnea in babies when their mothers smoked. Study reported in the Journal of 








Update of the Memorial University Library Resources for 1998/1999 
The annual list of Resources of particular interest to members of the Midwives Association. This 
is the fifth up-date since the original list covering materials obtained in the previous 10 years was 
printed in the Newsletter in 1994; and then annually in the September Newsletter. We have to 
thank Linda Barnett of the Health Sciences Library for retrieving the information for us. The 
items have not been checked, and so for some of those listed the author may have used 
terminology in other than a physiological sense. 
Childbearing 
Alcohol and parenting: the effects of maternal heavy drinking. (1998). 
CALL NUMBER: IN-PROCESS LOCATION: QEII 
American Diabetes Association. (1998). Proceedings of the Fourth International 
Workshop-Conference on Gestational Diabetes Mellitus: 14-16 March 1997, Chicago, 
Illinois. Alexandria, VA. (Diabetes care; v. 21, Suppl. 2) 
CALL NUMBER: Shelved by series name and vol. number LOCATION: HEALTH 
Asian Development Bank, [1998]. Technical assistance (financed from the Japan 
Special Fund) for strengthening Safe Motherhood programs. [Manila, Philippines?] 
CALL NUMBER: HC 412 T4345 1998 LOCATION: QEII 
Atkinson, Leslie, & Kenneth J. Zucker. (Eds.). (c1997). Attachment and psychopathology 
New York : Guilford Press. 
CALL NUMBER: RC 455.4 A84 A88 1997 LOCATION: QEII 
Bailliere Tindall. (1997). Bailliere's midwives' dictionary. London; Philadelphia: 
CALL NUMBER: WQ 13 B1541997 LOCATION: HEALTH REFERENCE 
Benacerraf, Beryl R. (c1998). Ultrasound of fetal syndromes/. New York: 
Churchill Livingstone. 
CALL NUMBER: WQ 211 B456U 1998 LOCATION: HEALTH 
Bennett, V. Ruth, & Linda K. Brown. (Eds.). (1999). Myles textbook for midwives. 
Edinburgh; New York: Churchill Livingstone (13th ed.). 
CALL NUMBER: WQ 165M9T1999 LOCATION: HEALTH 
Berryman, Julia C.,& Kate C. Windridge. (1998). Motherhood after 35 : 
mothers and four-year-olds: a report of the Leicester Mother & Child Project I Surrey, 
England: Nestle UK Ltd., 1998. 
CALL NUMBER: WQ 200 B534MA 1998 LOCATION: HEALTH 
Boyd, Susan C. (1999). Mothers and illicit drugs: transcending the myths I Toronto : 
University of Toronto Press. 
CALL NUMBER: hv 5824 W6 B69 1999 LOCATION: GRENFELL 
Briggs, Gerald G., Roger K. Freeman, & Sumner J. Yaffe. (1998). Drugs in pregnancy 
and lactation : a reference guide to fetal and neonatal risk I Baltimore : Williams & 
Wilkins, 1998. 
CALL NUMBER: WQ 210 B854D 1998 LOCATION: HEALTH REFERENCE 
Clark, Steven L .... [et al.]. (Eds.). (cl 997). Critical care obstetrics I 
Malden, MA : Blackwell Science. 
CALL NUMBER: WQ 240 C9339 1997 LOCATION: HEALTH 
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Coustan, Donald R., & Tara K. Mochizuki. (Eds.). (c1998). Handbook for prescribing 
medications during pregnancy I Philadelphia: Lippincott-Raven, (A Lippincott-Raven 
handbook) 
CALL NUMBER: WQ 39 H236 1998 LOCATION: HEALTH 
Creasy, Robert K.,& Robert Resnik. (Eds.). (c1999). Maternal-fetal medicine I 
Philadelphia : Saunders. 
CALL NUMBER: WQ 211 M425 1999 LOCATION: HEALTH 
Danforth's obstetrics and gynecology. (Cl999). Philadelphia: Lippincott, Williams & Wilkins. 
CALL NUMBER:WQ 100 D1812 1999 LOCATION: HEALTH 
Dean, Anne L. (1997). Teenage pregnancy: the interaction of psyche and culture I 
in collaboration with Sarah J. Ducey, Mary M. Malik,.Hillsdale, NJ: The Analytic Press. 
CALL NUMBER: HQ 759.4 D45 1997 LOCATION: QEII 
Dickason, Elizabeth Jean, Bonnie Lang Silverman, & Judith A. Kaplan. (c1998). 
Maternal-infant nursing care I St. Louis: Mosby. 
CALL NUMBER: WY 157.3 D547M 1998 LOCATION: HEALTH 
Elkayam, Uri, & Norbert Gleicher (Eds.) .. {cl998). Cardiac problems in pregnancy: 
diagnosis and management of maternal and fetal heart disease. New York: Wiley-Liss. 
CALL NUMBER: WQ 244 C266 1998 LOCATION: HEALTH 
Emans, S. Jean Herriot, Marc R. Laufer, & Donald Peter Goldstein. (Eds.). (c1998). 
Pediatric and adolescent gynecology I Philadelphia : Lippincott-Raven. 
CALL NUMBER: WS 360 P378 1998 LOCATION:HEALTH 
Faaundes, A,&. J. G. Cecatti. (Eds.). (1998). VIth International Conference on 
Maternal and Neonatal Health (IAMANEH): Campinas, Brazil, 3-5 November, 1997 I 
Danvers, MA : International Federation of Gynecology and Obstetrics, 1998. 
(International journal of gynecology and obstetrics; v. 63, Suppl. no. 1) 
CALL NUMBER: Shelved by series name and vol. number LOCATION: HEALTH 
Fenwick., Lynda Beck. (1998). Private choices, public consequences: 
reproductive technology and the new ethics of conception, pregnancy, and family I New 
York : Dutton. 







Frederickson, Helen L., & Louise Wilkins-Haug. (Eds.). (cl997). Ob/gyn secrets I 
Philadelphia: Hanley & Belfus; St. Louis : Mosby (The Secrets series) 
CALL NUMBER: WP 18.2 012 1997 LOCATION: HEALTH 
Gaomez, Laura E. (1997). Misconceiving mothers : legislators, prosecutors, and the politics of 
prenatal drug exposure I Philadelphia : Temple University Press, (Gender, family, and 
the law) 
CALL NUMBER: HV 5824 W6 G66 1997 LOCATION: QEII 
Garden, A. S. (Ed.). (1998). Paediatric & adolescent gynaecology I London: Arnold; 
New York : Oxford University Press. 
CALL NUMBER: WS 360 P369 1998 LOCATION: HEALTH 
Gelman, Susan A .... [et al.] (cl998) with commentary by Frank C. Keil. Beyond labeling: 
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the role of maternal input in the acquisition of richly structured categories I Chicago, IL : 
University of Chicago Press 
CALL NUMBER: LB 1103 M64 V.63 NO.I LOCATION: QEII 
Gleicher, Norbert. (Ed.). section editors, Louis Buttino, Jr .... [et al.]. (c1998). 
Principles & practice of medical therapy in pregnancy I Stamford, CT : Appleton & 
Lange. 
CALL NUMBER: WQ 240 P958 1998 LOCATION: HEALTH 
Grant, Valerie J. (1998). Maternal personality, evolution, and the sex ratio : do mothers 
control the sex of the infant? I London; New York: Routledge. 
CALL NUMBER:QP 278.5 G73 1998 LOCATION: QEII 
Gross, Richard J., & Gregory M. Caputo. (Eds.). (c1998). Kammerer and Gross' 
medical consultation : the internist on surgical, obstetric, and psychiatric services I 
Baltimore : Williams & Wilkins. 
CALL NUMBER: W 64 M489 1998 LOCATION: HEALTH 
Hacker, Neville F. J. George Moore. (c1998). Essentials of obstetrics and gynecology I 
Philadelphia : W.B. Saunders. 
CALL NUMBER: WQ 100 E783 1998 LOCATION: HEALTH 
Hackett, Lise L. (1998). Midwifery in c ·anada, 1980-1997: a brief history and 
selective annotated bibliography of publications in English I Halifax, N.S. : Dalhousie 
University, School of Library and Information Studies. 
CALL NUMBER: IN-PROCESS LOCATION: HEALTH 
Health Canada, (1998), Canadian STD guidelines Ottawa: Division of STD Prevention 
and Control, Laboratory Centre for Disease Control. 
CALL NUMBER: RA 644 V4 L42 1998 LOCATION: QEII Location: 
CALL NUMBER: Internet access LOCATION: EXTERNAL 
Health Canada. (1999) Nutrition for a healthy pregnancy: national guidelines 
for the childbearing years. Ottawa :. 
CALL NUMBER: RG 559 N88 1999 
CALL NUMBER: IN-PROCESS 
LOCATION: QEII 
LOCATION: HEALTH 
Helburn, Suzanne W. (c1999). The Silent crisis in U.S. child care I 
Special editor of this volume : Thousand Oaks, Calif. : Sage Publications. 
CALL NUMBER: H 1 A4 V.563 LOCATION: QEII 
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Higgins, Stephen T., & Jonathan L. Katz. (Eds.). {cl998). Cocaine abuse: behavior, 
pharmacology, and clinical applications I San Diego, Calif. ; Toronto : Academic Press. 
CALL NUMBER: RC 568 C6 C626 1998 LOCATION: QEII 
Kim, S. J., E.S. Newland, & R.S. Berkowitz. (Eds.). (1998). Gestational trophoblastic diseases I 
Danvers, MA : International Federation of Gynecology and Obstetrics. (International 
journal of gynecology and obstetrics; v. 60, Suppl. no. 1) 
CALL NUMBER: Shelved by series name and vol. number LOCATION: HEALTH 
Lefaeber, Yvonne, & Henk W.A. Voorhoeve. (1998). Indigenous customs in childbirth and 
child care I Assen, The Netherlands: Van Gorcum. 
CALL NUMBER: IN-PROCESS LOCATION: QEII 
Lefebvre, Pierre, & Philip Merrigan. (1998). Family background, family income, 
maternal work and child development I [Hull, Quebec] : Human Resources Development 
Canada, Applied Research Branch. 
CALL NUMBER:HQ 777.6 L43 1998 LOCATION: QEII 
Levi, Salvator, & Frank A. Chervenak (Eds.). (1998). Ultrasound screening for 
fetal anomalies: is it worth it? : Screening revisited after the Eurofetus data I New York, 
NY: New York Academy of Sciences. (Annals of the New York Academy of Sciences; 
v. 847) 
CALL NUMBER: Shelved by series name and vol. number LOCATION: HEALTH 
Marmot, Michael G., & Michael E. J. Wadsworth. (Eds.). (1997). Fetal and early 
childhood environment : long-term health implications I London : published for the 
British Council by The Royal Society of Medicine Press Ltd. (British medical bulletin ; v. 
53,no. 1) 
CALL NUMBER: Shelved by series name and vol. number LOCATION: HEALTH 
McGregor, James. (Ed.). (1999). Hormonal pathways of preterm birth I St. Louis, MO: Mosby. 
(American journal of obstetrics and gynecology; v. 180, no. 1, pt. 3) 






Monteagudo, A. & I. E. Timor-Tritsch. (Eds.). (1998). Ultrasound and multifetal 
pregnancy I New York : Parthenon Pub. Group. (Progress in obstetric and gynecological 
sonography series) 
CALL NUMBER: WQ 235 U471998 LOCATION: HEALTH 
Moore, Nicole. (1999). The history and prospects of midwifery in Newfoundland 
CALL NUMBER: HONS-DISS Request by author's name & title LOCATION: CNS 
Mousseau, Timothy A., & Charles W. Fox. (Eds.). (1998). Maternal effects as adaptations I 
New York ; Toronto : Oxford University Press. 
CALL NUMBER: QH 546 M27 1998 LOCATION: QEII 
Newfoundland & Labrador Centre for Health Information. [1998.] Live births trends 
for Newfoundland & Labrador : a six-year profile, 1992-1997. [St. John's, NF] : 
CALL NUMBER: WA 900 DC2.1 N4 N546LA 1998 LOCATION: HEALTH 
CALL NUMBER: HB 940 N4 L57 1998 LOCATION: CNS 
Perinatal Education Program of Eastern Ontario (1998). Prevention of low birth weight 
in Canada literature review and strategies I prepared for the Best Start Resource Centre 
OPC. Toronto, ON : Best Start Resource Centre. 
CALL NUMBER: WS 420 P945 1998 LOCATION: HEALTH 
PROLOG obstetrics. (1998).Washington, DC : American College of 
Obstetricians and Gynecologists, 
CALL NUMBER: WQ 18.2 P9630 1998 v.1 
CALL NUMBER: WQ 18.2 P9630 1998 v.2 
LOCATION: HEALTH 
LOCATION: HEALTH 
Quintero, Rubaen A. [et al.]. (1998). Selective photocoagulation of placental vessels 
in twin-twin transfusion syndrome : evolution of a surgical technique I Baltimore, MD : 
Lippincott Williams & Wilkins. (Obstetrical and gynecological survey ; v. 53, no. 12, 
Suppl.) 
CALL NUMBER: Shelved by series name and vol. number LOCATION: HEALTH 
Ralph, Tara M. (1998). Is prolactin essential for the initiation and maintenance of 
maternal motivation and behavior? 
CALL NUMBER: HONS-DISS Request by author's name & title. LOCATION: CNS 
Sanfilippo, Joseph S., & Roger P. Smith. (Eds.). (c1998). Primary care in obstetrics 
and gynecology : a handbook for clinicians I New York : Springer. 
CALL NUMBER: WP 39 P952 1998 LOCATION: HEALTH 
Sauerbrei, Eric E., Khanh T. Nguyen, & Robert L. Nolan. (c1998). A practical guide 
to ultrasound in obstetrics and gynecology I Philadelphia : Lippincott-Raven. 
CALL NUMBER: WQ 240 S255P 1998 LOCATION: HEALTH 
Schatz, Michael. (Ed.). (1999). The Pharmacotherapy of asthma during pregnancy: 
current recommendations and future research I St. Louis, MO: Mosby. 
(Journal of allergy and clinical immunology ; v. 103, no. 2, pt. 2) 
CALL NUMBER: Shelved by series name and vol. number LOCATION: HEALTH 
State of world population 1997 [computer file] : the right to choose reproductive rights 
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and reproductive health I UNFP A, United Nations Population Fund. New York : UNFP A, 
[1997]. 
CALL NUMBER: INTERNET LOCATION: EXTERNAL 
Urbaniak, S.J. (Ed.). (1998). Consensus Conference on Anti-D Prophylaxis: Proceedings 
of a joint meeting of the Royal College of Physicians of Edinburgh and the Royal 
College of Obstetricians and Gynaecologists held in Edinburgh, UK, 8-9 April 1997 I 
London : published on behalf of the Royal College of Obstetricians and Gynaecologists 
by Blackwell Science. (British journal of obstetrics and gynaecology ; v. 105, Suppl. 18) 
CALL NUMBER: Shelved by series name and vol. number LOCATION: HEALTH 
Weiner, Carl P. (Ed.). (1999). Current issues in oral contraceptive therapy: proceedings 
of a symposium, Baltimore, Maryland, April 20, 1997 I St. Louis, MO : Mosby. 
(American journal of obstetrics and gynecology ; v. 180, no. 2, pt. 2) 
CALL NUMBER: Shelved by series name and vol. number LOCATION: HEALTH 
Willocks, James,& Kevin Phillips. (cl997). Obstetrics and gynaecology I 
New York : Churchill Livingstone .. 
CALL NUMBER: WP 100 W7390 1997 LOCATION: HEALTH 
Neonatal 
Ball Jr, William S. (Ed.). (1997). Pediatric neuroradiology 
CALL NUMBER: WS 340 P368 1997 LOCATION: HEALTH SCIENCES 
Bessey, Jamie C. (1998). Water soluble vitamin status in preterm infants 
CALL NUMBER: HONS-DISS Request by author's name & title. LOCATION: CNS 
Boynton, Rose W., Elizabeth S. Dunn, & Geraldine R. Stephens. (cl998). Manual 
of ambulatory pediatrics I Philadelphia : Lippincott. 
CALL NUMBER:WS 39B792M1998 LOCATION: HEALTH 
Brace, Robert A., Mark A. Hanson, & Charles H. Rodeck. (Eds.). (1998). Body fluids 
and kidney function I Cambridge, UK ; New York : Cambridge University Press. (Fetus 
and neonate ; v. 4) 
CALL NUMBER: QU 105 B668 1998 LOCATION: HEALTH 
.. 
Campbell, Anne, & Steven Muncer. (Eds.). (c1998). The social child/ Hove, 
East Sussex, UK : Psychology Press. (Studies in developmental 
psychology,_ISSN_1368-2563) 
CALL NUMBER: IN-PROCESS LOCATION: QEII 
Canadian Paediatric Society. (1999). Children and youth new to Canada: 
a health care guide. Ottawa : 
CALL NUMBERS WA 320 C532 1999 LOCATION: HEALTH 
Canfield, Richard L. [et al.]. (c1997). Information processing through the first year of life: 
a longitudinal study using the visual expectation paradigm /; with commentary by 
Richard N. Aslin, ... [et al.]. Chicago : University of Chicago Press. 
CALL NUMBER: LB 1103 M64 v.62 N0.2 LOCATION: QEII 
Capehorn, D. M. W., A.H. Swain, & L. L. Goldsworthy. (Eds.). (1998). Handbook 
of paediatric accident and emergency medicine : a symptom-based guide I London : 
W.B. Saunders. 
CALL NUMBER: WB 39 H2341998 LOCATION: HEALTH 
Cloherty, John P., & Ann R. Stark. (Eds.). (1998). Manual of neonatal care I Joint Program 
in Neonatology, Harvard Medical School ... [et al.].; New York: Lippincott-Raven. 
CALL NUMBER: WS 420 M293 1998 LOCATION: HEALTH 
Collins, Krista I. (1999). The development of visual acuity in very low birth weight infants 
CALL NUMBER: HonDiss-Request by author's name & title LOCATION: CNS 
Current pediatric diagnosis & treatment. ( c 1999). Norwalk, CT : Appleton & Lange. 
CALL NUMBER: WS 141CS1999 LOCATION: HEALTH 
David, T. J (Ed.). (1998). Recent advances in paediatrics, no. 16 I 
London : Churchill Livingstone. 
CALL NUMBER: WS 100 R295 V.16 LOCATION: HEALTH 
Feigin, Ralph D. James D. Cherry. (C1998). Textbook of pediatric infectious 
diseases I Philadelphia : Saunders. 
CALL NUMBER: WC 100 F297T 1998 v.1 LOCATION: HEALTH 
Fletcher, Mary Ann. (c1998). Physical diagnosis in neonatology I Philadelphia: 
Lippincott-Raven. 
CALL NUMBER:WS 141F613P1998 LOCATION: HEALTH 
Gellis & Kagan's current pediatric therapy. (1999). Philadelphia: Saunders. 
CALL NUMBER: IN-PROCESS LOCATION: HEALTH 
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Green, Morris. ( c 1998). Pediatric diagnosis : interpretation of symptoms and signs 
in children and adolescents I Philadelphia: W.B. Saunders. 
CALL NUMBER: WS 141G797P1998 LOCATION: HEALTH 
Harvey, John A., & Barry E. Kosofsky. (Eds.). (1998). Cocaine: effects on the developing 
brain I New York, NY: New York Academy of Sciences. (Annals of the New York 
Academy of Sciences ; v. 846) 
CALL NUMBER: Shelved by series name and vol. number LOCATION: HEALTH 
Isaacs, Ellen. (C1998).Pediatric drug dosage handbook. Winnipeg: Health Sciences Centre, 
Dept. of Pharmaceutical Services .. 
CALL NUMBER: IN-PROCESS LOCATION: HEALTH 
Jaffe. Marie. (c1998). Pediatric nursing care plans I Englewood, CO: Skidmore-Roth Pub. 
CALL NUMBER:WY 159 J23P 1998 LOCATION: HEALTH 
Kellman, Philip J., & Martha E. Arterberry. (c1998). The cradle of knowledge: 
development of perception in infancy I Cambridge, Mass. : MIT Press. (Leaming, 
development, and conceptual change). 
CALL NUMBER: BF 720 P47 K45 1998 LOCATION: QEII 
Kenner, Carole. (c1998). Nurse's clinical guide: neonatal care I Springhouse, PA: 
Springhouse Corp. 
CALL NUMBER: WY 49 N972 1998 LOCATION: HEALTH 
Kleinman. Paul K. {cl998). Diagnostic imaging of child abuse I St. Louis, MO: Mosby. 
CALL NUMBER: WO 700 K64D 1998 LOCATION: HEALTH 
Lam, Fung ... [et al.]. (1998). Clinical issues surrounding the use ofterbutaline sulfate 
for preterm labor I Baltimore, MD : Lippincott Williams & Wilkins. (Obstetrical and 
gynecological survey; v. 53, no. 11, Suppl.) 
CALL NUMBER: Shelved by series name and vol. number LOCATION: HEALTH 
Marmot, Michael G., & Michael E. J. Wadsworth. (Eds.). (1997). Fetal and early 
childhood environment : long-term health implications I London : published for the 
British Council by The Royal Society of Medicine Press Ltd. (British medical bulletin; 
v. 53, no. 1) 
CALL NUMBER: Shelved by series name and vol. number LOCATION: HEALTH 
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Mascolo, Michael F., & Sharon Griffin. (Eds.). (c1998). What develops in emotional 
development? I New York : Plenum Press. (Emotions, personality, and psychotherapy) 




Meins, Elizabeth. ( c 1997). Security of attachment and the social development 
of cognition I East Sussex, UK : Psychology Press. (Essays in developmental 
psychology.) 
CALL NUMBER: BF 723 A75 M45 1997 LOCATION: QEII 
Mizrahi, Eli M., & Peter Kellaway (c1998). Diagnosis and management of neonatal 
seizures I Philadelphia : Lippincott-Raven. 
CALL NUMBER: WS 421 M685D 1998 LOCATION: HEALTH 
Nathan, David G., & Stuart H. Orkin. (Ed.). (cl998). Nathan and Oski's Hematology 
of infancy and childhood I section XI edited with the assistannce of David Ginsburg ; 
managing editor, Cathryn J. Lantigua. Philadelphia: W.B. Saunders. 
CALL NUMBER: WS 300 N3H 1998 v.1 LOCATION: HEALTH 
CALL NUMBER: WS 300 N3H 1998 v.2 LOCATION: HEALTH 
Reznick, J. Steven, Robin Corley, & JoAnn Robinson. (c1997). A longitudinal 
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twin study of intelligence in the second year I with commentary by Adam P. Matheny Jr. 
Chicago : University of Chicago Press. 
CALL NUMBER: LB 1103 M64 v. 62 N0.1 LOCATION: QEII 
Silverman, William A. ( c 1998), Where's the evidence? : controversies in modem 
medicine I with a foreword by David L. Sackett. Oxford ; New York : Oxford University 
Press. (Oxford medical publications) Essays and responses reprinted from various issues 
of "Paediatric and perinatal epidemiology" with updated commentary.--Pref. 
CALL NUMBER: W 50S587W1998 LOCATION: HEALTH 
Simion, Francesca, & George Butterworth. (Eds.). (cl998). The Development of sensory, 
motor, and cognitive capacities in early infancy : from perception to cognition I East 
Sussex, UK: Psychology Press 
CALL NUMBER: RJ 134 D486 1998 LOCATION: QEII 
Soldin, Steven J., Nader Rifai, & Jocelyn M. Hicks. (1998). Biochemical basis of 
pediatric disease I Washington, DC : AACC Press. 
CALL NUMBER: WS 141 B615 1998 LOCATION: HEALTH 
Soud, Treesa E., & Janice Steiner Rogers. (c1998).Manual of pediatric emergency nursing I 
Pediatric emergency nursing. St. Louis : Mosby. 
CALL NUMBER: WY 154 S719M 1998 LOCATION: HEALTH 
Squires, Susan E.G. (1999). Familiarization time and novelty preferences: 
how long do four month old infants require to process dynamic visual stimuli? 
CALL NUMBER: HONS-DISS Request by author's name & title LOCATION: CNS 
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Streissguth, Ann, & Jonathan Kanter. (Ed.). (cl997). The challenge of fetal alcohol 
syndrome : overcoming secondary disabilities I foreword by Mike Lowry ; introduction 
by Michael Dorris. Seattle: University of Washington Press. 
CALL NUMBER: RJ 520 P74 C46 1997 LOCATION: QEII 
Towbin, Abraham. (c1998). Brain damage in the newborn and its neurologic sequels: 
pathologic and clinical correlation I Danvers, MA : PRM Publishing Co. 
CALL NUMBER: WS 421T737B1998 LOCATION: HEALTH 
Wong, D. et al. (c1999). Whaley & Wong's nursing care of infants and children I 
St. Louis: Mosby. 
CALL NUMBER: WY 159 N967 1999 
CALL NUMBER: WY 159 N967 1999 Pt.X 
LOCATION: HEALTH 
LOCATION: HEALTH 
Wyly. M. Virginia. (1997). Infant assessment I Boulder, CO: Westview Press. 
CALL NUMBER: RJ 51 D48 W941997 LOCATION: QEII 
Infant Feeding 
Briggs, Gerald G., Roger K. Freeman, & Sumner J. Yaffe. (1998). Drugs in pregnancy 
and lactation : a reference guide to fetal and neonatal risk I Baltimore : Williams & 
Wilkins, 1998. 
CALL NUMBER: WQ 210 B854D 1998LOCATION: HEALTH REFERENCE 
Joint Working Group. (1998). Nutrition for healthy term infants I statement of the Joint 
Working Group : Canadian Paediatric Society, Dietitians of Canada, Health Canada. 
[Ottawa, ON] : Minister of Public Works and Government Services Canada. 
CALL NUMBER:WS 120 F295 1998 LOCATION: HEALTH 
Kleinman, Ronald E. (Ed.). (cl998). Pediatric nutrition handbook I author, Committee 
on Nutrition, American Academy of Pediatrics, Elk Grove Village, IL: American 
Academy of Pediatrics. 
CALL NUMBER: WS 115 A512P 1998 LOCATION: HEALTH 
Tsang, Reginald C., [et al.] (Eds.). (cl997). Nutrition during infancy: principles and 
practice I editors, Cincinnati, OH : Digital Education Publishing. 
CALL NUMBER: WS 120 N976 1997 LOCATION: HEALTH 
Warren, Sylvia Reneae. (1998). Factors associated with the cessation of exclusive 
breastfeeding among a select group of Newfoundland mothers. St. John's, NF : [s.n.]. 
CALL NUMBER: W 4 M4W293F1998 LOCATION: HEALTH 
CALL NUMBER: THESES Request by author's name & title LOCATION: CNS 
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World Health Organization. (1998). Evidence for the ten steps to successful breastfeeding I 
Division of Child Health and Development, World Health Organization, Geneva, 
Switzerland 
CALL NUMBER: WS 125 E93 1998 LOCATION: HEALTH 
Audiovisual 
Chiropractic and the pediatric patient [videorecording - 50 min] Introduction and 
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biomedical basis of pediatric care, infancy and childhood I Foundation for Chiropractic 
Education and Research. Arlington, VA: Data Trace Chiropractic Publishers, 1993. 
CALL NUMBER: WB 905 F287 NO.I LOCATION: HEALTH 
The caring profession [videorecording - 6 x 11 min each] I produced by the University 
of Manitoba, Faculty of Nursing. Winnipeg, MB : University of Manitoba, 1998. 
CALL NUMBER: WY 16 C277 1998 V.1 
CALL NUMBER: WY 16 C277 1998 V.2 
CALL NUMBER: WY 16 C277 1998 V.3 
CALL NUMBER: WY 16 C277 1988 v.4 
CALL NUMBER: WY 16 C277 1988 v.5 
CALL NUMBER: WY 16 C277 1988 v.6 
Career with a future (11 min) 
Rural nursing (11 min) 
Primary care nursing (11 min) 
Gerontological nursing (11 min) 
Maternal and neonatal nursing (11 min) 
Community health nursing (11 min) 
LOCATION: HEALTH 
Goose Bay Breastfeeding Questionnaire submitted by Pamela Browne 
Deborah Tuck (while a student in the Nurse Practitioner Programme) spent most of May/June 
1999 working at Melville Hospital. As her community based project she choose to do a Needs 
Assessment for a breastfeeding support group in Happy Valley-Goose Valley. Debbie sent out 
questionnaires to all women who had delivered at Melville Hospital this year who had 
(1) choosen to initiate breastfeeding and; 
(2) lived in HV-GB community. Total# women = 20 
11 (55%) primips; 9 (45%) multips 
8 (40%) breastfed before; 14 (70%) still breastfeeding; 4 (20%) have stopped breastfeeding 
Of this 20% 2 (10%) baby not satisfied 
1 (5%) baby not gaining weight 
1 (5%) mother returned to work 
2 (10%) are supplementing 
Questions and responses: 
Q. Where did you first learn about breastfeeding? 
A. Family members: 12; Friends: 8; Prenatal/hospital: 5; 
Reading books on their own: 4; Sex education at school: 1 
Q. Whom or what helped you to decide to breastfeed? 
A. Own desire/best for baby: 19; Family: 5; Friends: 4; 
Physician: 2; It is more cost efficient: 1 
Q. Was proper support and training provided? 
A. 100% of the husband/partners supported the mother to breastfeed their child. 
No mother felt any kind of outside pressure to breastfeed. 
10% of the new mothers felt they were not properly trained in the hospital to 
continue to breastfeed. 
5% of the women felt they had nowhere to tum to for help with their breastfeeding 
difficulties. 
For those 95% who did feel there was support for them, they identified the following areas: 
Breastfeeding clinic/Lactation Consultant (P. Browne): 16 
Public Health Nurses: 5; Midwives at the hospital: 4; Friends who also breastfed: 2 
Q. Should there be a Support Group? 
A. 90% of the new mothers said they would like to see a support group formed. 
10% felt it was not necessary due to the available breastfeeding clinic already held. 
Other suggestions: 
2 women asked for a telephone line to call. 
Others said more information and privacy is needed whilst in hospital. 
More discussions with physicians would be helpful. 
If a support group was formed, 75% of the women said they would attend, 20% felt it was not 
needed for them personally and one woman was uncertain. 
Q. How often they would attend? 
A. Weekly: 7; Every 2 weeks: 2; Once a month: 2; Whenever I needed to: 3; 
Whenever it was held: 1 
Q. When would be the best time to meet? 





Q. Where should this group meet? 
A. Women's Centre: 8; In a home: 7; In a church fellowship hall: 4; 
On the maternity ward: 3; Doesn't matter/anywhere comfortable: 2 
60% of the women wanted the group to be conducted "ad lib" rather than "structured" (10%), and 
one woman preferred it to be a combination of the two. 
9 women have other children who will need to be cared for during the group meeting. This is a 
total of 11 toddler to preschool children. 
(Not all answers add up to 20 (100%)) 
[Debbie Tuck graduated from the Nurse Practitioner Program on August 27, 1999. She was the 
student chosen to give the Graduate Address]. 
From Memorial University Gazette, 32(1), August 19, 1999 
Pregnancy ana sex 
A safe mix 
. BY AllERT JOHNSON 
M any women avoid intercourse during pregnancy because they fear bavin& ICX may dam-age the fetus or sbonen the tam of the pregnancy. Dr. Elias Bartellu. a c~cal auistant prof C$Sm' of obstetrics and gynecology in the Faculty of Medicine at Memorial, rq>Ol1tJd 
these findinp in bis poster at the 53tb annual clinic mcetin& of the Society of ObstetricianS IDd 
~· His presentatioD wu awarded the SOGC's best post.a in obstdrics. 
Surveys w~ dislnDuted IO <*Jgyn offices in St John and were fined OUI by 142 pregnant patients. 
The findings showed chit many women femd sexual intacourse will Je.ad to an early labour or cause 
injury to « even Joa of the blby. 
ID an intcmew with the Medical Post Dr. Bartellas said thal most d these concam are not valid 
and that the findings highlig}i I need f<r doctm to address the topic m pregnancy and SCX. 
1bis is a topic we haven't been very good at talking about with our pabcnts." said Dr. BarteDas. 
The survey also inquired whether or not the women wm havin& sex dming pegnancy, wheda 
they desirtd sex. if pobletm occured from intercowsc and bow 1he women pcn:cived themselves in 
terms of being aaractivc. fifty-eight per cent of the women said they bad a deaewd sexual desire 
during their pregnancy, while the remaining 42 per cent said their desire wu either the same or 
. ~ during pregnancy. 
Their partners said they still found the women anractive, with only 20 per cent saying1hey bad 
decreased desire, 60 per cent saying their desire was the same and 20 per cent saying they had 
incre.ased desire. Women reported that there wu generally a~ in sexual activity as the preg-
nancy progressed. 
Many of the women had concerns about the health of their pregnancy and sex. Twenty eight per-
cent said they thought intercourse would lead to premature labour. Over half the respondents said they 
thought sexual intercourse would ad to injwy to the pegnancy overall. Others thought it put lhem ll 
incre.ased risk for infection, premature IUpall'C of the membrane or would cause di.Rd injury to the 
fetus. , 
f Only about 30 per cent of the women reported having talked IO 
their physiciam about their concerns about sex during pregnancy. ' 
Of those who did talk so their doctor, a third said they initialed the 
discussion but wcrcn 't comfortable with having been the one IO 
bring it up. 
"But of the two-thin:h who did not discuss i~ 76 per cent said 
they wished the physician had brought it up. They did not discuss it 
with their doctor, but fch it shouJd have been discussed," remarked 
Dr. Banellas. 
UWe have prenatal charts, questionnaires about~ medical his-
tory, we ask about the present pregnancy, allergies, medfoations and 
domestic violence but there is no place where we ask them rou-
tinely about their sex life." he said. 
At the last tum of the century in Newfoundland and Labrador, the 
majority of babies were born into the hands of midwives. As we prepare to 
turn yet another century, women looking for a midwife in this Atlantic 
province may be surprised by what they find. 
When Laurie \Vhitley became pregnant with her second child it was only 
natural for her to choose to have a midwife-attended home birth just as she 
had when her first daughter was born in Calgary. 
But, at the time her baby was due, there were only three practicing 
midwives in the St. John's area.Two practitioners were nurse midwives who 
could not attend home births, partly because their nursing union's policy, 
although supportive of nurse midwives, does not support home birth. 
The third practitioner, a lay midwife, felt that two midwives or another 
trained birth attendant should be present at all home births. Laurie's solution, 
(the solution of several St. John's families who have had children born at 
home in the past few years), was to fly in a midwife from the mainland. 
Ask any Newfoundlander of a certain generation about midwives and 
you will often hear the same reply: "Ah yes, alJ my brothers and sisters were 
born at home with a midwife" or uMy Gran used to attend to pregnant 
women around the Bay." 
Midwifery was so commonplace that in 1920 a Midwifery Act was 
legislated and a board was established to regulate the admjssion, education, 
examination and licensing of midwives in the province. By 1924 the Grace 
Hospital in St. John's had begun an eighteen month training program 
modeled on the British midwifery system and licensed midwives were 
attending births at home and in small cottage hospitals throughout the 
province. 
Midwives continued to practice well into the 1950s but in 1958 the 
Hospital Insurance Act was passed. The act provided women with fr~ . 
deliveries if the baby was born in the hospital and attended by a phys1c1an. 
At that time a midwife-attended birth cost one hundred dollars. a large . 
expense for many families . 
By 1961 the midwives board was no longer appointed and midwifery 
licenses ceased to be given. 
Memorial Uruversity of Newfoundland continued to provide a nurse 
continued on page 6 
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midwifery program up until 1986 with 
many of its graduates serving the 
outport areas of the province. In fact, a 
midwife can legally catch your baby 
only if you live in St. Anthony, Goose 
Bay or along the Labrador coastline. 
This special arrangement between the 
Association of Registered Nurses, the 
Department of Health and the 
Newfoundland Medical Board was 
formed in recognition of the fact that 
few doctors are willing to work in the 
north, making the use of alternatively 
trained care providers necessary. 
However, midwives still cannot 
practice their profession in the south 
due to lack of legislation. The 
Midwifery Act was never repealed, but 
since it is not used to regulate 
midwifery, it effectively makes 
midwifery illegal. 
There is, of course, a demand for 
midwives in the rest of the province. 
A 1994 Provincial Advisory 
Committee on the Status of Midwifery 
stated in its report that "midwifery is 
safe, cost-effective and a means of 
providing quality care for child-
bearing women and their families in 
Newfoundland and Labrador." 
In June of 1994, a consumer 
group frustrated with the lack of mid-
wifery options, despite the 100 trained 
midwives living in this province, 
formed Friends of Midwifery. Since 
then the group has lobbied the 
government to implement midwifery 
again. Last January, Friends of 
Midwifery evolved into the Midwifery 
Coalition of Newfoundland and 
Labrador and, together with the 
Newfoundland and Labrador Midwives 
Association, presented the case for 
midwifery to the St. John's public 
health board. 
The years of lobbying seem to be 
paying off. After meeting with Health 
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Minister Joan Marie Aylward last year, 
the Minister announced her intention 
to strike an implementation Task 
Force, the first step towards legislating 
midwifery. It will be chaired by a 
member of the public health board. 
Legalized midwifery is still 
several years away. In a province 
where over 70o/o of pregnant women 
see an obstetrician during their 
pregnancy because so few family 
doctors take maternity patients, 
midwives with hospital privileges 
that allow them to catch their clients' 
babies are sorely needed. 
As it stands, if you have hired a 
midwife in the St. John's area, once 
you enter the hospital they are 
regarded as "labour support" only. 
Still, the demand for midwives and 
their specialized personal care 
surpasses the number of midwives 
available for women and their famili 
Those who do off er prenatal 
postpartum support, as well as 
attending the birth and providing 
breastfeeding care, are few and far 
between and are not legally 
recognized. 
Laurie Whitley was able to have 
the home water birth of her dreams 
because her family could afford to 
bring in a second midwife. an option 
that may not be available to many. 
Growing community support and 
awareness through such events as 
International Midwives Day 
celebrations (May 5th), letter writing 
campaigns, sharing birth stories and 
supporting local midwives all make a 
difference in Newfoundland and 
Labrador. 
With a little luck this long period 
of transition may be coming to an end 
and the final push will bring 
midwifery back home. 
International Confederation of Midwives 
15-25 May, 1999, Manila, the Philippines 
Jane Evans 
Kerri-Anne Gifford and Jane Evans, your representa-
tives to ICM, left Heathrow in the morning of May 13, 
bound for Manila in the Philippines. We arrived in the 
afternoon of the next day, Manila time being seven 
hours ahead of Britain. I thoroughly enjoyed the flight: 
chasing the dawn across the world; no noses to wipe; no 
food to cut up; and no fractious others to ease along. I 
wrote about everything I saw to them and had a long 
letter to send home. Kerri-Anne and I met up again at 
the airport and eventually found a taxi driver who knew 
where the True Home hotel was. Manila is obviously the 
centre of a developing country. People are crowded in 
wherever they can fit and the traffic is appalling, mostly 
second hand cars or cars fitted together from scrap cars. 
Diesel f um cs abound and choke everyone, the drains are 
open or broken and - if there is a pavement - that too is 
often broken. 
We arrived as it started to rain as it did most evenings 
but rarely for very long. It is rainforest area after all. The 
True Home hotel was an oasis in a city forest. Posh hotels 
and restaurants just down the road, slums opposite which 
housed the bicycle taxi people. We stepped in through a 
door in a high metal gate in afoot thick wall to a colonial 
bungalow surrounded by tropical trees. We were not 
expected until the next day but this worked to our advan-
tage because our booked room was occupied on Friday 
night so we took the best room, en-suite shower and loo, 
and air conditioning which mostly worked. We made a deal 
and, for very little extra a night, we made this room ours for 
the next 15 days. The hotel staff were delightful, the food 
was Filopino. as was the rum which Kerri-Anne suggested 
as the best reviver for midwives after Council meeting all 
day. 
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Saturday we spent recovering from our flights and 
unpacking then, later, we went down to the Philippines 
International Convention Centre where we found Room 
1, third floor where Council was to meet - large and 
dark, with no windows and cold air conditioning. We 
attended a regional meeting divided by language into 
French, English or Spanish, to pick out three main areas 
of concern for all the countries in each section. These 
were to be discussed if time later in Council. The most 
common concerns seemed to centre around education, 
legislation and rising caesarean section rates with 
obstetricians taking over. Karlene Davies who is the 
regional representative for the UK chaired the meeting 
and our group included midwives from Norway and 
Israel as well as the UK delegates. We discussed the 
concerns and devised an action plan to suggest solutions. 
This was the first time Reproductive Health Care raised 
its head ... more of this later. 
New delegates were then invited to attend a meeting 
to tell us how Council works. This would have been 
informative if the facilitators Margaret Peters, Director 
of ICM, and Joyce Thompson, deputy Director, had 
taken the trouble to read the ICM Council handbook - it 
was a good job that we had! Then, innocently, we left to 
reconvene the next morning. I felt quite isolated as a 
new delegate and several of the old hands were particu-
larly exclusive. The Director was particularly rude to 
Kerri-Anne and myself but when I pointed out how I 
had felt she had the grace to apologise. Could this 
attitude be why I felt there was huge resistance to any 
English speaker or was I just paranoid? If I felt insulted, 
abused and unwelcome, how would a delegate for whom 
English was a second or third language feel? At least I 
was able to formulate a calm, quiet reply which put my 
point across, another may have been left feeling unval-
ued and demeaned. 
The next morning Council convened in the black, 
cold room at 8.30 and business commenced. In order to 
use all four votes available for ARM and the Independ-
ent Midwives Association, Kerri-Anne and I were sitting 
separately. This had some disadvantages but in general 
we felt it was beneficial once the seating arrangements 
were settled and we were able to see each other for some 
astute signalling. All progressed smoothly for the first 
few routine agenda items. The President of the host 
country chairs the Council meeting, and this is a huge 
task for anyone, and even worse when the delegates are 
not clear about the rules. Delegates were asked why they 
chose to abstain for a couple of votes (we gave our 
reasons). 
We were asked to admit into membership of ICM 
several midwifery associations which were part of nurse 
or gynaecologists associations. Some discussion ensued 
and Zuzana Spomerova from the Czech Republic (whom 
we met in Hal if ax) urged midwives to set up their own 
associations. This was the best thing that Czech mid-
wives had ever done. There was considerable discussion 
about who should remain members and who should have 
membership terminated or suspended. Most delegates 
were reluctant to terminate membership for non-pay-
ment of fees from small associations in developing 
countries. but one or two who had not been in contact or 
heard of for six years were removed. A decision was 
taken to create a suspended membership category. This 
\vas linked into the amended constitution and was 
worded: 
'•The rights of membership of any association which 
is in arrears \vi th its financial obligations to the Conf ed-
eration for a period of time to be fixed by International 
Council may be provisionally suspended by the Board of 
Management subject to confirmation by the Interna-
tional Council . 
'"The Board must notify the International Council of 
the recommendation of the suspension of an associa-
tion. The rights of membership of the association which 
is suspended are inactivated. 
"The Council, when deciding that an association be 
suspended, shall determine the conditions under which, 
and which may include being placed on an inactive list, 
the length of time that is to elapse before the member-
ship of the Confederation is terminated." _ 
There \Vas discussion on how many votes per country. 
A new system is to be presented in Vienna. 
ARM proposed an amendment to the Constitution 
to extend the Board of Management membership to 
include the regional representatives. This would open out 
the decision making process. This amendment was 
defeated reluctantly because of the cost of sending even 
one representative from each region. This was a very 
confused time as no one was sure when Council was in 
Kerri-Anne, Mary Jane (NZ), Lorna Muirhead &Jane 
Committee status (and able to discuss) or in formal 
status (and able to vote) so proposals were made and 
seconded then rescinded and general confusion ensued! 
This was the cause of huge frustration for the rest of 
the meeting and will probably be the reason why any-
thing you think outrageous slipped through. 
The membership fee structure was discussed. The 
fees will go up (surprise, surprise) but to keep it in 
context it is still approximately£ I per member. Member-
ship associations may include students in their numbers. 
There was general agreement to remove the ceiling, but 
one or two organisations were unhappy with this. RCM 
pays the equivalent to 30-50p per member. The 14 least 
developed countries pay a special rate but often the 
exchange rate makes membership prohibitive. It is these 
very associations which need support. 
The ICM holds a mid-triennial workshop and we 
received the report of the February 1998 workshop 
which was held in New Delhi, India. Invited midwives 
take part and are completely funded. This workshop is 
held in a developing country. The next one will be in 
Zimbabwe. 
The themes for the next three years· 'International 
Day of the Midwife' were recommended by the Board of 
Management and, unfortunately, none of the subjects 
reflect basic midwifery care. We tried but failed to 
challenge them. 
Year 1: Midwives support girls' and women's rights to 
equal status in the community, and to choice and 
control in reproductive health care. 
· Year 2: Midwives provide appropriate and holistic 
health care for women and families in challenging 
circumstances. 
· Year 3: Midwives work with women to ensure access to 
reproductive health care is seen as a human right. 
Competencies 
The best we could do with the essential competencies 
for basic midwifery practices was to alter the proposed 
action. The competencies were presented as a final draft 
(draft 7) which are considerably less medicalised than 
earlier drafts. The Board of Management of ICM 
recommended: "adoption of Essential Competencies for 
~ 
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.. Basic Midwifery Practices 1999 and implementation and 
field testing". This changed to: "The Board of Manage-
ment recommends approval of provisional ICM Essen-
tial Competencies for Basic Midwifery Practices 1999 for 
implementation and field testing and to be reported 
back to Council in 2002" . To achieve this amendment 
was a considerable struggle as the Board of Manage-
ment appeared to want the competencies as a fait 
accompli and railroad them through with no feedback to 
Council. 
There was also considerable concern over the estab-
lishment of global standards for midwifery practice and 
Council was reprimanded for wanting to set these 
standards before voting them through! This was impossi-
ble to do apparently because WHO, UNICEF and the 
World Bank want them through before 2002!!!! Those 
Council members who knew those midwives who had 
been working on this document SE Asia regional office 
(SEARO) were happy that the standards would be 
satisfactory but still disagreed in the principle of not 
bringing such an important document before Council. 
The vote was reluctantly passed after it was explained 
that it was: "pass it now or lose any recognition of 
input". The Director of the Board of Management 
made a lengthy speech after the vote which was re-
scinded and then revoted!!!! Is this legal?? Apparently, a 
later closed meeting of the Board of Management was 
told that the global label \Vas to be removed and stand-
ards would be developed in a more open way. 
Owing to a drastic overrun of the agenda, the 
running order was changed and we moved to the election 
of the Board of Management officers and of the re-
gional representatives. All went smoothly for a while. 
Congress 2005 was to be held in Brisbane, the only 
applicant, the new president would be Maria 
Spernbauer, Austrian independent midwife (Austria 
being the host country for 2002). The new Director is 
Joyce Thompson, American nurse midwife; deputy 
director, Judi Brown, Australian nurse midwife; treasurer 
Ruth Ashton, ARM, UK, incoming president, Caroline 
Weaver, Australian College of Midwives. 
Next came the voting for regional representatives: All 
was very business like until the American region. Peg 
Marshall of the American College of Nurse Midwives 
had served three terms (nine years) as regional rep and 
was therefore ineligible unless no other American 
association was a member. Before this Council meeting 
this had been the case so the ACNM presumed they 
would be re-elected. But, as mentioned earlier, a few new 
midwifery associations had been admitted, among them 
was the Collegio di Obstetricas de la Provinciale, Buenos 
Aires, and they nominated Alicia Beatriz Cillo who was 
elected. So also was Diane Holzer of the Midwives 
Alliance of North America (MANA) so the two places 
were filled. The Council rep for the ACNM was out-
raged that these last minute applicants, allowed for in the 
constitution, should oust their rep who had had huge 
18 Midwifery Matters ISSUE 82 Autumn 1999 
experience and input over the last nine years. Peg, to her 
credit, stood clear of the ensuing dirty politics; her 
probity was not in doubt. The ACNM tried everything 
to get the decision reversed: 
1. Extending the regional reps to three for the Americas 
region. This would need a change to the constitution 
so should have been done then. 
2. Behind the scenes meetings were held and the MANA 
rep was asked to stand down. 
3. Behind the scenes meeting to ask the Buenos Aires rep 
to stand down. 
This did little to raise ACNM's popularity and the 
Council in the main was appalled at such a blatant 
attempt to bend the rules and voted in the MANA rep 
and the Buenos Aires rep. The Board of Management 
should never have allowed this situation to continue. The 
rules are quite clear. There should have been no question 
of this huge waste of time and cause of bad feeling 
being allowed to continue. 
Following this dirty tricks campaign, we moved back 
to the remaining agenda to work through what we could. 
Most of it was about reviewing the ICM position 
statements which had arisen from Oslo, 1996. This 
should have been fairly simple but by now Council had 
its dander up and was not going to pass anything 
without questions; a feeling of lack of trust perhaps. 
Many of the draft included the title Reproductive Health 
Worker. The Board of Management and some countries 
appear to believe that midwives should take on this role. 
There are huge implications and repercussions. What are 
the reasons for this attempted change? Why is ICM not 
fighting for women's rights for midwifery care and for 
midwives? This appears to be another attempt to sweep 
midwifery away into nursing. A RHW would care for 
women from menarche to menopause, be responsible for 
immunisations programmes breast screening, family 
planning, cervical screening, etc etc. Some in ICM 
appeared to want to embrace this but there seemed to be 
enough 'pure' midwives to change ' reproductive health 
worker' to 'midwife' completely or have it added to the 
position statements. This took a long time and we were 
all word weary and still outraged at being forced into 
becoming the International Confederation for Repro-
ductive Health Workers. We must at least keep mid-
wifery, with a possible option of RHW in the countries 
where it is appropriate, but this will weaken midwifery. Is 
the agenda for WHO? ls this the agenda to save money? 
One worker for everything? On the one hand they are 
campaigning for more midwives and on the other 
midwives cannot cope with true midwifery. How much 
will it cost to train these super health workers? Not just 
financially, but to the true cause of women in childbirth? 
Conscious that midwives can and do give total mid-
wifery care, we fought this surreptitious change when-
ever we could. We were even addressed as the 'Interna-
tional Conference of Nurse Midwives' by a keynote 




A fight \vhich should not even have resurfaced was 
the artificial feeding sponsorship. This was clearly 
ousted in Oslo but to our horror it was discovered the 
next week in the conference that the very conference we 
were at was part funded by an artificial formula com-
pany. Board of Management blushes and an embarrass-
ing apology from our host country. Council voted 
artificial formula company sponsorship out yet again. 
One surprising redraft involved myself, and later on 
Kerri-Anne, having to convince five Dutch midwives that 
the midwife should not consult with the 'doctor' but 
with a 'relevant specialist'. It took us an hour to con-
vince them that a doctor is not always appropriate. Is 
Holland losing it?? This n1eant we left Council at 7 pm, 
and we had arranged to meet the other UK midwives 
RCM, RCN Mid\\·ifery Committee, and the Association 
of Supervisors at 8 pm. There \\·as a queue outside the 
conference centre so we joined it and discovered the 
bunch were Filipino mid\\·ives \\·aiting for a jeepney; we 
joined them and asked about midwifery of course, and 
asked if we could arrange a trip to a village. More later. 
We shot in to sho\\·er and dress and then got a taxi 
whose driver could not find the restaurant \Vhich was by 
the harbour. then \\·e discovered the meal had been 
cance11ed O\\'ing to ill health - but they forgot to tell us. 
Home for more rum and a midnight swim. 
~ 
The last day arrived and it was obvious that we 
would not complete the agenda. Several important 
resolutions were not discussed . These \\'ere mostly about 
hands-on mid~·if ery issues. such as the caesarean rate, 
and the ARI\1 ne\\. definition of a midwife which ap-
peared to have substantial support as a basis for discus-
sion and amendn1ents. 
The relocation of headquarters was approved so 
ICM headquarters is relocating to The Hague at Christ-
n1as this vear. This has ad\'antages in son1~ \\·avs. as the 
~ ~ ~ 
UK \\'ill be free fron1 ah\'ays having the treasurer·s post 
on the Board of Management and can move into other 
areas. The RCM fought hard against the move as 
Karlene was standing for Treasurer and I spoke against 
the move too since. according to research by my hus-
band and I, the sums and costs will not add up. Will this 
move bankrupt ICM? Some countries voted for the 
move just to get it out of England - curious politics! 
In general. the Council 1neeting \\'as a nightmare. We 
\\'ere left feeling despondent about the hidden. agenda 
around the Reproductive Health Workers title and role. 
There is still considerable support for mid\\1ives to 
continue to fight for inid\\·ifer\· to enhance safe mother-
~ ~ 
hood. We felt little had been done to achieve the aims of 
ICM which are: 
Mission Statement 
"The International Confederation of Midwives 'Nil1 
advance world\\'ide the aims and aspirations of midwives 
and the attainment of i1npr0Yed outcomes for \\'Omen in 
their childbearing years. their ne\\'born and their f ami-
lies. \\1herever they reside.·· ( T\1 ay 1996) 
Statement of Purpose 
Hin looking forward to the 21st century, midwives 
and women share many of the same concerns and will 
work towards achieving the vision that empowers both 
~·omen and midwives to be fully respected as persons 
\\'ho are also productive members of all societies." 
Midwives must avoid falling into the medical role and 
must avoid the oppressed becoming the oppressor, as so 
often happens. We must work together with women and 
with each other. 
There were occasions when Australia appeared nearly 
to take over the meeting and the Filipino president was 
very upset about this - we must take care to support and 
not to rule if we are to encourage up and coming mid-
~·ives. Next term in 2005 there will be two Australian 
nurse midwives and an American nurse midwife on the 
Board of Management. Is there any hope for ICM? 
The joy was that the developing countries were much 
more vocal in Council and more willing to debate. 
The Congress which followed was flavoured for me 
by the preceding week. I felt worried by the American 
model being used to train developing countries' mid-
'"·ives and being put across as the way to practise. The 
UK n1id'W·ives appear to be putting a lot of energy into 
selling their university packages to anyone they could, 
even though \.\'e have serious doubts about the outcomes 
of such education. Some presentations were good but 
the majority that I attended were mediocre and disap-
pointing. Kerri-Anne and I made sure \\1e attended 
different talks most of the time. Few dealt with basic 
midwifery issues which would have been useful the world 
over. I longed to reassure the developing mid\\·ives not 
lose their basic skills and kno\vledge and traditions such 
as use of herbs. The Filipino training still includes 
herbalism. The skills of the traditional midwives need to 
be respected and amalgamated to ensure the safety of 
the women and babies 'W'e care for. 
The basic issue of poverty must be addressed before 
maternal and perinatal mortality and morbidity can be 
reduced. The blame must not be placed on midwives of 
any kind . 
The Filipino hospitality was wonderful and the 
opening and closing ceremonies very moving. The 
reasons for ARM staying in the I CM must be as a 
n1idH·ifery voice input to the only international mid\vif ery 
voice and the huge benefit of meeting so many other 
• ICM 
View from Down Under 
This was the first time the ICM had held the event in a 
developing country, and not unexpectedly, this resulted in 
quite a different experience for most delegates. The difficul-
ties were immediately apparent at the Council's four day 
meeting, when we found there was only one seat for two 
delegates ..... Unfortunately it also set the scene for a very 
disappointing meeting. 
The Board of Management seemed completely unpre-
pared for the reality of conducting the forum in an Asian 
setting. Their process was generally laborious, swinging 
between overly bureaucratic and no democratic process at 
all. The Director and Board of Management seemed either 
unaware of, or confused by their own rules and meeting 
procedures ..... Delegates whose language was Spanish or 
French at least were provided with translation (from English) 
but countries with other languages at times expressed 
complete confusion. The Board seemed unable to take 
responsibility for the chaos, as was evident with its at-
tempts to control the input of delegates rather than modify 
and keep constant their own meeting procedure. At times 
the meeting was at an impasse and directionless to the 
extent that two votes were rescinded and revoked with 
completely different outcomes. It was a sorry and distress-
ing experience unprecedented in the last 12 years of similar 
meetings. 
The underlying problem was, in our view, the ICM Board 
of Management's change of direction/focus from that of a 
midwifery organisation ..... to an organisation with a prime 
focus on reproductive health ..... ICM's role with the Safe 
Motherhood programme .... Is of course an extremely 
important, even essential element. ... It is, however, not its 
primary role. This primacy belongs with WHO, United 
Nations, UNESCO, UNICEF and similar organisations. 
.... Making a midwife or anyone else for that matter, the 
'multi-skilled' superwoman has been vigorously opposed as 
an extreme economically driven ideology that is not work-
able. Surely it is even more unacceptable in countries where 
women are oppressed and abused, and midwives are often 
as powerless as the women they serve. 
ICM, we believe, is misguided in its seemingly uncondi-
tional em brace of the reprcxluctive health worker mcxlel as 
the global an~er to maternal mortality and morbidity .... The 
debate is of course a version of the long held nurse-midwife 
one. In .... (Holland, New Zealand, Denmark, Austria, United 
Kingdom, etc.) [the midwife's] role can be fully utilised and 
leaves neither time nor desire to expand ... to provide 
abortion, menopause and gynaecology services .... ICM, as 
the only international organisation for midwives, needs to 
keep focused on the essential services midwives can off er. 
It needs to protect and promote the age-old tradition we all 
identify as midwifery, not redefine it out of existence. 
. .. .. We tried to make sure whenever the words 'repro-
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ductive health' appeared in position statements or policy we 
either deleted it altogether or added the word 'midwife' or 
'midwifery'. New Zealand was supported by countries 
where individual midwives practise continuity of midwifery 
care and therefore understood what was at stake. Consist-
ent backing came from the Royal College of Midwives, the 
Association of Radical Midwives, Association of Independ-
ent Midwives, Association of Supervisors of Midwives (all 
UK), German, Austrian and Dutch Associations of Mid-
wives, and the Midwives Alliance of North America . ...... . 
We did not win our argument that global standards 
should be developed in the same way and in conjunction 
with (midwifery) competencies. The Board wanted the ICM 
Council to approve the (South East Asia Regional Organisa-
tion) standards as global standards ..... The standards were 
not tabled and neither would any ICM member country have 
access to them prior to their adoption .... We sought an 
amendment which would bring the SEARO standards back 
to the ICM Congress for approval. This was carried. The 
Director of ICM then made it clear that this was not what the 
Board wanted, spoke against the amendment at considerable 
length until the vote was rescinded, re-voted and lost. This 
action was unprecedented in our experience and caused 
considerable distress amongst the Council. Interestingly, in 
a later closed meeting of the newly elected Executive 
Council we were told that the global label was to be removed 
and that the standards would be developed in a more 
consultative and open way. It seems our objections, and 
rationale, while publicly dismissed by the Director in 
Congress, were considered appropriate after all and pri-
vately acted upon - an extraordinary modus operandi! 
Needless_to say, the agenda was not finished and many 
country's midwifery issues were not addressed. Two 
important position statements - on rising caesarean section 
rates and the definition of the midwife - remained un-
debated ...... Given the chaos of the meeting some of the 
final wording remains unclear but the full statements will 
eventually be available from ICM Head Office. 
The explicit and appropriate statements ratified in Oslo 
(1996) against ICM using formula companies to fund or 
sponsor conferences had been reviewed and rewritten by 
the Board. The effect was to water down the intent and to 
allow formula company presence at ICM Conferences. It 
was alarming to see the Director, Deputy Director and the 
Treasurer take this stance when it clearly breached the 
intent of the code of marketing breastmilk substitutes. They 
were, however, completely unsupported, with the vast 
majority of Council rejecting the concept. 
Constitution re-write: The principle was to modernise and 
bring the day-to-day workings of ICM into clear governance 
and management roles. The changes have at least strength-
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After the despair of the Council meeting, the Conference 
itself lost some of its usual attraction. The programme, not 
surprisingly, was consistent with the WHO Safe Mother-
hood agenda. On each of the five days the keynote speak-
ers based their presentations on safe motherhood and 
covered women's health and reproductive rights, children's 
rights, maternal mortality/morbidity and communicable 
diseases. Many of the workshops were also reproductive 
health focused with sessions on post-abortion care, vacuum 
aspiration, termination, HIV/ AIDS, violence, menopause and 
contraception. 
There were some excellent papers on midwifery also: the 
use of herbs in birth pools and birth/disability. Contrasts in 
Childbirth - a USA perspective - with a very timely warning 
for developing countries to avoid imitating America. 
Overall we expected the programme to have more 
celebration of midwifery achievements and goals. However 
it was an appropriate learning platform for many-midwives 
from countries without established education forums. 
The 22 New Zealand midwives all agreed when com-
pared to the world that the majority of midwives and woman 
are required to work or give birth in, New Zealand women 
and their midwives have reached heights others only dream 
of achieving. 
The Filipino midwives who hosted this conference also 
achieved new heights in understanding of other cultural 
expectations. As a developing country they faced enor-
mous organisationaVtechnological problems and some 
participants were very demanding, having never experi-
enced Asia. The Filipino midwives faced all this with 
humour and dignity. The entertainment and food were 
marvellous and the hospitality generously warm. A truly 
Asian experience. 
(Extracts from a report by Karen Guilliland, Birth Issues, 
June 1999) 
View from Peru 
Marina Alzugaray 
The Conference itself was intense, with antagonism be-
tween north American midwives. Peru seems to be the 
leader in midwifery in the Americas. They have had training 
programs for a few hundred years, certify their own direct 
entry midwives who are able to work in hospitals, homes, 
and clinics, prescribe, teach, and run their own services. 
Their numbers are large and their status in keeping with 
medical doctors. 
The ACNM, American College of Nurse Midwives, with 
support from two Canadian provinces, pushed the idea of 
eliminating MANA, (Midwives Association of North 
America) which recognizes lay midwives and direct-entry 
midwives. They even petitioned. It was about support for 
traditional midwifery and educational requirements for the 
title of 'midwife'. MANA supports all midwives, whether 
traditional, apprentice, Masters, or PhD; no matter their 
educational route, MANA will embrace them. But the 
ACNM wants the basic level to be a BA, BSc and/or MSc, 
and that there be no traditional midwifery. 
Traditional Birth Attendant is the name given to tradi-
tional midwives; in Canada it is illegal for a woman who has 
not attended a provincially regulated midwifery school to 
call herself a midwife. 
Representatives from Mexico said they have generations 
of midwives teaching each other and passing the wisdom of 
midwifery, and they call themselves midwives without 
punishment. Mexico does not qualify to be a member of 
ICM for that reason. 
MANA as a whole is not a member of ICM either; only 
the International section of MANA is a member of ICM. We 
are confident that MANA will not be kicked out. 
What about Midwifetrraditional Birth Attendant Ina 
May Gaskin, who is not a certified nurse midwife? European 
speakers said they owe to Ina May and the American home 
birth movement most of their radical stance in midwifery and 
their ability to provide home births. MANA inspired the 
world to take a fresh look at home births; the ACNM didn't! 
The ACNM also tried to pass a vote to welcome formula 
companies as ICM vendors. It didn't happen. Thank God for 
Mothers' Milk! 
After ICM, eight of us flew to the remote Island of 
Cullion in the Philippines. We landed in a field, then took a 
boat a banca, to another island, housed in bamboo cabins 
and fed curries, fish, and rice. We met other traditional 
midwives, or Hilots, certified midwives, and nurses. The 
Hilo ts are loved and supported in their communities and 
work well with the certified midwives. 
We explored the China Seas, snorkeling, boating, and 
hiking up to a lake formed in the mouth of a volcano that 
was like swimming in clear amniotic fluids. What a blessing! 
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A. BREAST CANCER 
Women's Health Network, Newfoundland & Labrador 
3"4 Annual Women's Health Forum 
Preliminary Program 
Friday, October 15th, 1999 8:30am-4:30pm 
Grace, Nurses' Residence (behind the hospital) 
Tbe Environment of Women's Health 
Registration 
Welcome and Introductions 
Greetings - Minister Joan Marie Aylward, Department of Health and Community 
Services 
Keynote Address - Elizabeth May, "Women's Health and Environment" 
Chair, Women's Health and the Environment, Dalhousie University, 
Nutrition break (included in registration fee) 
CONCURRENT SESSIONS 
Tara Furlong and Ann Kearney, "The needs of women living with breast cancer" 
Katharine King, "Illness narratives of women with breast cancer" 
Elizabeth Dicks and Michael Murray, "Surgery for breast cancer: The views of women and their surgeons" 
B. HEALTH AT HOME AND IN THE COMMUNITY 
Jane Robinson, "The changing nature of home care and women's vulnerability to poverty" 
Moyra Buchan, "Building helping skills, building community capacity" 
C. HEALTH AND ENVIRONMENT WORKSHOP 
"Apples and Contaminated Water: Revealing the links between human health and the environment" 
Rochelle Owen - Community Animation Program 
D. WOMEN'S HEALTH AND INDUSTRIAL RESTRUCTURING PRESENTATION AND PANEL 
Barbara Neis and Brenda Grezetic - Memorial University of Newfoundland 
E. FOOD SECURITY WORKSHOP 
Annette Stapenhorst and Denise Bradley - Newfoundland and Labrador Food Security Network 
"Gender analysis of social, cultural, economic, political and environmental dimensions of food security" 
12:45-2:00pm: 
2:00-3:30pm: 
Lunch (included in registration fee) 
CONCURRENT SESSIONS 
F. REPRODUCTIVE HEALTH 
Please note that 
workshops/presentations 
C,D,E are repeated in the 
afternoon as H,l,J. 
Lori Harnett, "Community linkages and the benefits of partnering" (Cervical Screening Program) 
Heather Rees, "Coping with infertility: Resources and treatment options available in NFLD and LAB" 
G. WORK IN PROGRESS 
Leslie Bella, "Challenging heterosexism in health services" 
Ingrid Botting, "A historical perspective on the impact of women's health on paid and unpaid domestic work in 
Newfoundland" 
WHNNL, "The women's self-care project" and "Trying to work it out: Newfoundland women's experiences in 
small workplaces" Two research projects funded by NNEWH 
H. HEALTH AND ENVIRONMENT WORKSHOP 
Rochelle Owen, Community Animation Program 
"Apples and Contaminated Water: Revealing the links between human health and the environment." 
I. WOMEN'S HEALTH AND INDUSTRIAL RESTRUCTURING- PRESENTATION AND PANEL 
Barbara Neis and Brenda Grzetic - Memorial University of Newfoundland 
J. FOOD SECURITY WORKSHOP 
Annette Stapenhorst and Denise Bradley - Newfoundland and Labrador Food Security Network 
"Gender analysis of social, cultural, economic, political, and environmental dimensions of food security" 
3:30-3:4Spm: 
3:45-4: 1 Spm: 
4: 15-4:30pm: 
Co ff ee{f ea Break 
Wrap-up reading, Kay Barrington - "The contemporary yet historical working woman" 
Closing Remarks · 
Women's Health Network, Newfoundland & Labrador 
3rd Annual Women's Health Forum 
Friday, October 15th, 1999 8:30am-4:30pm 
Grace, Nurses' Residence (behind the hospital) 
The Envi1'onment of Women's Health 
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~E<.;IST~ATION 
~egistrution deadline: FPiduy, o,tobe1' 8t11, 
$25 WHNNL members, $30 non-members, $15 students 
{in,ludes nutrition break and lun,b} 
~ There are some free registrations available for those who would like volunteer at the 
WHHNL forum ~ 
Please register early, space is limited this year! 
• 
WHNNL, Grace Hospital, Nurses Residence, 214 LeMarchant Rd., St. John's, NFLD AlE 1P9 
fax: 709 778-6533 phone: 709 778-6534 or submit by e-mail: whnmun@morgan.ucs.mun.ca 




Phone (h): Phone (w): Fax: 
e-mail: 
Circle one AM session and one PM session you would like to attend (workshops are repeated 
in the AM & PM): 
Morning: A B C D E Afternoon: F 
(workshops) 
What are some of your work/research interests: 
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Vision 
Breastfeeding is the cultural norm for infant 
feeding in Canada. 
Mission StRtement 
To protect, promote and support breast-
feeding in Canada as the normal method of infant 
feeding. 
Objectifies 
Provide a forum for addressing Canadian 
breastfeeding issues. 
Maintain ongoing communication with gov-
ernments and organizations to protect, promote 
and support breastfeeding. 
Provide ongoing expert advice and recom-
mendations on breastfeeding research, policy and 
program development, and direction to govern-
ments and organizations. 
Develop partnerships and collaborative 
strategies to protect, promote and support breast-
feeding. 
As the National Authority for the Baby-
Friendly Initiative, oversee and facilitate the imple-
mentation of the Baby-Friendly Initiative in Canada. 
Membership 
The group consists of independent experts 
and representatives of the following associations 
or organizations : 
Aboriginal Nurses Association of Canada 
Association of Women's Health, Obstetric and 
Neonatal Nurses 
Canada Prenatal Program Nutrition 
Canadian Lactation Consultant Association 
Canadian Confederation of Midwives 
Dietitians of Canada 
Canadian Healthcare Association 
Canadian Institute of Child Health 
Canadian Nurses Association 
Canadian P:ediatric Society 
Canadian Perinatal Regionalization Coalition 
Canadian Pharmacists Association 
Canadian Public Health Association 
College of Family Physicians of Canada 
Federal/Provincial(ferritorial Group on Nutrition 
Health Canada 
INFACT Canada 
La Leche League Canada 
Ligue La Leche 




Rotating members elected to a two year term. 
Meetings 
Held approximatively once a year. 
Subcommittees work on identified issues on 
an ongoing basis. 
EtlitoriRl Committee 
Maureen Fjeld, Jacki Glover, Marie Labreche, 
Jennifer Peddlesden, Melanie Reeves, Marilyn 
Sanders, Pierrette Tremblay 
Statements and opinions expressed in this 
newsletter are those of the authors and not neces-
sarily the opinion of the member organizations. 
By Maureen Fjeld, Co-Chair and 
Jennifer Peddlesden, Co-Chair 
THE BREASTFEEDING COMMITTEE FOR CANADA (BCC) HAS RECEIVED 
FUNDING FROM H EALTH CANADA FOR THE 
BFIIl/BFI IMPLEMENTATION AND EVALUATION 
PROJECT AND THE BCC IS NOW ABLE TO 
BEGIN MOVING THE VISION OF THE BABY-
FRIENDLY INITIATIVE CLOSER TO REALITY. 
With the funding actually here and 
safely in our bank account, the work 
of BCC members lately brings to mind 
an old saying, "Be like a duck -
smooth and unruffeed on the surf ace, 
but underneath paddle like mad!" 
Although you may not see all the work 
being done from the outside, the 
Executive members are all paddling 
like mad and the results will be rip-
pling towards you very soon! 
From April 29th to May 2nd we 
were privileged to work alongside 
seven eager Executive members to fin-
ish many tasks needed to prepare for 
designation of the first Baby-Friendly 
Hospital in Canada, and then to continue 
dissemination of information on the 
The Executive members in Canmore, 
Alberta. From left to right, Maureen 
Fjeld, Janet Murphy-Goodridge, Susan 
Hodges, Cathie Royle, Jacki Glover, 
Marilyn Sanders and Jennifer 
Peddlesden. Behind the camera: 
Pierrette Tremblay 
BFHI to the provinces and territories. 
We may not have remained completely 
smooth and unruffled during those 16-
hour days in Canmore, but all that pad-
dling had us in great shape to take on 
the next few months of intense work. 
With this very exciting work to do 
we encourage readers to consider the 
invitation found on p . 4 of the newsletter 
to join or renew membership as there 
are many jobs needing enthusiastic 
breastfeeding supporters. Check out 
this list and see if there is something 
you can help with as we move closer 
to seeing breastfeeding as the cultural 
norm in Canada. We look forward to 
your joining us for a paddle! 
The next Executive Meeting will 
be held in Calgary, August 14th - 16th, 
1999. ti 
LAST MINVTE NEWS 
JUST as we go to press, Executive Members of the Breastfeeding Committee for Canada are pleased to announce that the Brome-Missisquoi-Perkins 
Hospital in Cowansville, Quebec, was designated the first Baby-Friendly hospital in 
Canada. Watch for the next issue of Breastfeeding Canada devoted to this hospital, 
the process it went through in order to become Baby-Friendly and the excitement 
surrounding the first hospital assessment for Baby-Friendly status in Canada. ti 
NEWS FROM THE BREASTFEEDING COMMITTEE FOR CANADA 
By Maureen Fjeld and Jennifer Peddlesden 
BCC Structure 
A CTING on direction from the November 1998 BCC meeting, the BCC governance structure 
was revisited at the April 29th - May 2nd, 1999 
Executive Meeting. A new membership grid was pre-
pared. In order to prevent an immediate loss of exper-
tise, yet allow for gradual inclusion of new members, 
one-third of present members who have been with the 
BCC since its inception in 1991 will finish their term 
this year, another third in 2000 and the final third in 
2001. Letters have now been sent thanking those mem-
bers whose terms will be finishing, and inviting spon-
soring organizations to send new representatives to the 
BCC table. Sincere appreciation goes out to the follow-
ing members who are part of the first group of original 
members who leave this year: Elisabeth Sterken from 
INFACT Canada, Pearl Herbert from Canadian 
Confederation of Midwives, Robin Moore-Orr from 
Canadian Public Health Association, and Verity 
Livingstone, Individual Expert. Their work since the 
inception of the Committee is gratefully acknowledged. 
A second component to this reorganization is the 
designation of the BCC as a national non-profit society. 
BCC member Leslie Ayre-Jaschke ( LLLC) will be helping 
Sonja Fjeld to prepare by-laws for the BCC which will be 
reviewed this summer at the next Executive Meeting. 
New Executive member 
I T was with pleasure that we welcomed ]ANET MURPHY-GOODRIDGE as a new Executive Member 
at the meeting in Alberta April 29th - May 2nd, 1999. 
Janet, who represents the Canada Prenatal Nutrition 
Program (CPNP) on the BCC, will prepare a brief 
report on BCC meetings for distribution to Health 
Canada regional and office staff working on CPNP, 
highlight any decisions implicating CPNP and I or BFI 
in Canadian communities, identify a CPNP project to 
be profiled in each News issue, coordinate reaching 
agreement on the BCC/CPNP vision statement, and 
prepare a guideline statement on the protection, pro-
motion and support of breastfeeding in CPNP projects. 
Welcome Janet and we are sure you are wishing for 36 
hour days in order to accomplish all of the above! 
New Communication Plan 
ALONG with the presentation of a draft Rapid Response Plan to enable the BCC to respond 
quickly to issues on breastfeeding as they arise in 
Canada, a streamlined process for communication 
within the Executive and within the BCC as a whole 
was mapped out. BCC members can watch for a 
bimonthly memo from our BCC Coordinator, Marilyn 
Sanders. Anyone wishing a response from the BCC on 
an issue or to have members review a document is 
asked to send this to Marilyn, who will forward it to 
the appropriate BCC members or executive members. 
This can be done by mail, fax or e-mail. We trust that 
this process, along with the Rapid Response Plan, will 
maximize communication, both internal and external, 
minimize duplication and provide responses in a timely 
fashion. 0 
THE PROVINCIAL/TERRITORIAL IMPLEMENTATION 
OF THE BABY-FRIENDLY INITIATIVE 
By Maureen Fjeld 
FEDERAL FUNDING ACQUIRED THIS SPRING HAS CATA-PULTED THE BCC INTO THE IMPLEMENTATION PROCESS 
FOR THE BABY-FRIENDLY INITIATIVE IN CANADA. IN APRIL, 
MARILYN SANDERS ACCEPTED THE POSITION OF BFI 
COORDINATOR FOR CANADA. SHE COMES FROM A LONG STAND-
ING INVOLVEMENT WITH BOTH THE BFI AND THE BCC. SHE IS 
PRESENTLY THE ADVISOR, BFHI FOR UNICEF CANADA AND 
HAS REPRESENTED UNICEF ON THE BCC SINCE 1992. 
A series of BFHI documents* which define the 
process for implementing the Baby-Friendly Hospital 
designation in Canada has been completed by the BCC 
Executive Members. The role of the BCC as the 
National Authority for BFHI in Canada and the specific 
roles and responsibilities of the Provincial(f erritorial 
BFI Implementation Committees have been clarified 
2 
for the implementation of Baby-Friendly at the provincial/ 
territorial level. Ministers of Health in five provinces 
and territories have now officially designated a BFI 
Implementation Committee: British Columbia, Prince 
Edward Island, New Brunswick, Northwest Territories 
and Newfoundland. In British Columbia the Minister of 
Children and Families was also involved in the designa-
tion process. The most recent appointment is the 
Provincial Perinatal Program in Newfoundland. 
In the next phase of this process, BCC members 
and the BFI Co-ordinator plan to meet with Provincial/ 
Territorial BFI Implementation Committees this fall. 
Where no BFI Implementation Committee exists, meet-
ings may involve representatives of the Health Ministry 
and community stakeholders to further the formation 
of a BFI Implementation Committee. Otherwise, the 




"" I THE PROVINCIAL/TERRITORIAL ••• 
Committees to address specific issues and clarify the 
process of implementing Baby-Friendly in the province 
or territory. 
Three courses for potential BFHI Assessors have 
been held in Canada over the past 18 months; one in 
Hamilton, Ontario and two in Vancouver, British 
Columbia. A survey form will be sent to every potential 
candidate who has completed one of these courses. 
A database of qualified and potential BFHI Assessors 
will be established and reviewed and updated regularly. 
A document describing the training and criteria for 
Master Assessors and Team Assessors has recently been 
completed. 
The successful award of Baby-Friendly status to 
Brome-Missisquoi-Perkins Hospital in Cowansville has 
truly opened wide the door for the BFHI in Canada. 
With this success will follow many Baby-Friendly hos-
pitals and maternity centres. The BCC members look 
forward to the cross-Canada meetings this fall to 
spread the excitement of this initiative and begin to 
bring the benefits of a Baby-Friendly Hospital and 
community to every family from coast to coast. 0 
*Available on the BCC website: www.geocities.com/ 
hotsprings/falls/1136/ 
Dr. Cheryl Levitt Awa,rded the 1999 
Individua,l Na,tiona,l Brea,stfeeding 
Semina,r Awa,rd of Excellence 
I N May 1999, Dr. Cheryl Levitt, the first elected co-chair of the Breastfeeding Committee for 
Canada (BCC), was awarded the prestigious Individual 
National Breastfeeding Seminar Award of Excellence at 
the annual Humber Seminar in Toronto for her out-
standing contributions to breastfeeding in Canada. 
Throughout her career, she has consistently 
demonstrated extraordinary leadership in breast-
feeding policy development, research, education, 
practice and advocacy. Her vision, leadership abilities, 
guidance, energy and enthusiasm were critical to estab-
lishing the BCC and the many activities it is working on 
to promote, protect and support breastfeeding. As an 
early advocate of the WHO/UNICEF Baby-Friendly 
Initiative (BFI) she was instrumental in making this 
initiative the primary focus of the BCC. Although Dr. 
Levitt is no longer an active member of the BCC execu-
tive, she continues to work with the BCC as a corre-
sponding member, in the implementation of the BFI 
in Canada. 0 
NEWS FROM COAST-TO-COAST 
BC Hea,lth Region Chooses 
to Purcha,se Formula,! 
By Marilyn Sanders 
THE BREASTFEEDING COMMITTEE FOR CANADA EXTENDS CONGRATIJLATIONS TO THE BOARD OF THE 
SIMON FRASER HEALTH REGION IN BRITISH COLUMBIA FOR 
THEIR DECISION NOT TO RENEW THEIR CONTRACT WITH A MAJOR 
INFANT FORMULA MANUFACTIJRER. THE REGION INCLUDES 
BURNABY, NEW WESTMINSTER, COQUITLAM AND PORT 
COQUITLAM AND THE DECISION AFFECTS THREE OF THE FOUR 
AREA HOSPITALS - ROYAL COLUMBIAN IN NEW WESTMINSTER, 
BURNABY AND RIDGE MEADOWS. 
Congratulations are also extended to the three 
people who raised the matter with the Board of the 
Health Region. When Lily Lee, Clinical Nurse Specialist 
at the Royal Columbian Hospital , discovered that the 
formula contract was coming up for renewal, she was 
determined that the Board should be provided with 
information on breastfeeding in order that an 
"informed choice" could be made. She enlisted the 
assistance of long-time BC breastfeeding advocate 
Renee Hefti who was, at that time, teaching in the 
Douglas College Lactation Program. Together they 
made a 15 minute presentation to the Board of the 
Health Region. They made a strong case for breastfeeding 
and requested that the Board delay its decision on 
renewal of the contract until the cost savings of breast-
feeding and health implications of artificial feeding 
could be thoroughly investigated. Lily and Renee 
emphasized that although breastfeeding rates on dis-
charge from area hospitals are quite high, many new 
mothers are not exclusively breastfeeding and rates for 
most babies drop dramatically. The Board agreed to a 
six month delay following which a decision was taken 
not to renew the contract. The decision has been 
upheld by the BC Ministry of Health. 
Persuasive arguments on the ethics of formula con-
tracts and the long term health benefits of breastfeed-
ing were also made to Board members by Mercedes 
Thorsen, Community Health Nurse in the Simon Fraser 
Health Region. Her efforts, like those of Lily and 
Renee, were given strong support by health profession-
als who support breastfeeding, particularly the hospital 
maternal-child program team, perinatal managers, public 
health nurses in the community and consumers includ-
ing La Leche League in the area. 
The real winners , of course, are the mothers and 
babies of this area of BC whose right to breastfeeding 
protection has received a real boost through the 
enlightened decision of the Board of the Simon Fraser 
Health Region. 0 
Calling All Breastfeeding Friendly 
Pharmacists 
By Jennifer Peddlesden, CPhA Representative 
on the BCC 
A S part of a new direction in services, the Canadian Pharmacists Association is creating 
Practice Interest Networks (PINs). Director of Corporate 
Affairs, Bob Gadoua, has invited me to establish a 
Practice Interest Network for breastfeeding, based on 
my small database of breastfeeding friendly pharma-
cists. The CPhA will support communication and other 
activities related to pharmacy practice based primarily 
on the premises set out in the CPhA Position Statement 
on Breastfeeding and Infant Feeding. PINs may avail 
themselves of services from the CPhA including mail-
ing of information pertinent to the topic of interest, 
help with writing position papers etc., creation of a 
listserve or a chat page, and advertising of this service 
in the Canadian Pharmaceutical Journal to encourage 
other pharmacists interested in that specialty to join 
the PIN. Cost for services to PINs will be borne by the 
CPhA. PINs would retain their autonomy, and those 
taking part need not necessarily be members of the 
CPhA. Pharmacists in Canada who are already on my 
«breastfeeding friendly» database have been contacted 
and by September we hope to know if there is enough 
interest to start a breastfeeding Practice Interest 
Network for pharmacists. Other interested pharmacists 
reading this are invited to contact me by 01 September 
1999 with their name, address, phone/fax and e-mail. 
If you know a pharmacist who might be interested, 
please pass on this information. 
;. 
CORRESPONDING MEMBER'S CORNER 
Opportunities Await 
By Jacki Glover 
T HE Breastfeeding Committee for Canada would like to take this opportunity to thank those who have 
become corresponding members (or renewed their member-
ship). Our current corresponding membership is over 200 
from all parts of Canada. Your financial contribution of $10 
per year is only one aspect of your support. You have also, 
through your membership, indicated an interest in furthering 
the activities of the BCC to achieve its vision of breastfeeding 
as the cultural norm for infant feeding in Canada. We welcome 
this interest, as there is a great deal of work to be done! 
As the BCC moves forward with the implementation of 
the Baby-Friendly Initiative in Canada, there are many roles 
for corresponding members to play. They may participate on 
subcommittees and work groups. Members active in this 
manner will have the opportunity to become one of four 
individual expert members on the BCC, once the new by-
laws are approved. 
We are looking for: 
• document translators 
• a volunteer for newsletter layout 
• pharmacists interested in a Breastfeeding Interest 
Network 
• individuals interested in working on Baby-Friendly in 
the community 
• persons with media background to help with the 
development of a media contact list and press releases 
• physicians interested in working on an Ad Hoc com-
mittee to help develop strategies for preparing physi-
cians for the BFHl external assessment process. 
• individuals with experience developing partnerships 
619 E Chestermere Drive, Chestermere AB TlX 1A4 and sponsorships · 
(403) 272-3764 (ph/fax) ____________ ...__ _________ • individuals with fund raising 
A GRU'l IDVI FOR WORLD BHAS'lFEEDlllO W5EICI background 
E-mail: 
bpeddles@cadvision.com 0 The Breastfeeding Committee for Canada Pin 
Antique brass lapel pin $5 each 
Sterling silver lapel pin $40 
Please prepay orders and add 15 °/o for postage and handling. 
We look forward to work-
ing with you. Please contact 
Marilyn Sanders at bfc@istar.ca 
or at the address indicated 
below. 0 
Become a corresponding member of the Breastfeeding Committee for Canada 
•·· 
You will: • Receive the .~ewsletter in a timely fashion • Be on our list of corresponding members • Participate in the work of 
the BCC through sub committees and work groups • Be able to brief the BCC on your issues of concern. 
0 Yes, I am interested in becoming a correspond-








0 I want to receive the Breastfeeding Statement 
($3). 
Name: 
Organization/ Association/ Agency: Jo I 
0 The Sponsorship Guidelines ($5). 
0 The BFI Action Plan ($10). 
0 The BFI Survey Report ($15). 
I enclose a $ ___ cheque or money order. 
0 English 0 French 
Mail to: Breastfeeding Committee for Canada, 
P.O. Box 65114, Toronto, Ontario, M4K 3Z2 
Mailing Address: 
Telephone: ( ) Fax: ( 
Electronic Address: 
f bfc@istar.ca fax: (416) 465-8265 Deadline for submissions for SCYenth issue: September I st. 1999 
4 
Postal Code: 
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